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Abstract:

Background: Multiple Sclerosis (MS) can presents with a wide variety of clinical manifestations. Because of diversity
of symptoms and signs, physicians must be careful in attributing non- typical neurological manifestation to psychiatric
disorders.

Case report: A 40 years old male patient referred to our clinic with history of gradual onset of left sided visual loss;
and paresthesia and numbness on left side of the face and body. He was seen by many neurologists and psychiatrists
and was treated with diagnosis of conversion reaction. Neurological examination was normal except for subjective
sensory loss. Visual acuity was normal on both eyes. Marcus Gunn sign was negative. Brain Magnetic Resonance
Imaging (MRI), Visual Evoked Potentials (VEP), and lumbar puncture confirmed diagnosis of multiple sclerosis.

Discussion: Multiple sclerosis may present with atypical symptoms and signs and no objective data may be found in
neurological examination. Confusion with psychiatric problems has been mentioned in the literature . Physicians must
be careful in attributing such symptoms to psychiatric disorders . Above mentioned case is a notable example of such a
problem. He presented with simultaneous onset of loss of vision and hemi sensory loss on the same side, which is an
anatomical impossibility from a single lesion and mentioned in neurological textbooks a sign of conversion reaction .Also
no objective sign was found in neurological examination (negative Marcus Gunn sign and similar visual acuity in both
eyes ). Key point that resulted in correct diagnosis was careful sensory examination that revealed organic type of
sensory loss (area of sensory loss was lesser than half of the face and body, and shift from painless to pain full area
was Para sagittal and not in the midline). We concluded that atypical symptoms and signs must not automatically

attribute to conversion reaction and accurate neurological examination is the best way of making correct diagnosis.
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Introduction:

Multiple Sclerosis (MS) can presents with
a wide variety of clinical manifestations.
Typical symptoms and signs are monocu-
lar blurred vision, double vision, sensory
symptoms and motor weakness, and
eventually also cognitive deficits and a
disturbed micturition Y. Non-typical and
rare symptoms include: Trigeminal neu-
ralgia, hemifacial spasm, loss of taste
and smell, acute pain localized within the
area of the lumbar-sacral spine, isolated
lesion of nerve VI @ facial palsy ®, and
focal hyperhydrosis . In 85% of young
adults with multiple sclerosis (MS), onset
is a sub acute clinically isolated syn-
drome (CIS) of the optic nerves, brains-
tem, or spinal cord ®. Sensory symp-
toms and signs may have central or peri-
pheral origin. Sub clinical peripheral
nervous system abnormalities are very
frequent in MS patients ®. The most fre-
quently reported characteristics of the
symptoms were paresthesia, neuralgia
and deep muscular aching (°. From the
lost fibers in multiple sclerosis, small fi-
bers (<3 microm2) seem to be particu-
larly affected, with large fibers remaining
relatively preserved in both the corticos-
pinal and sensory tracts ®. Because of
diversity of symptoms and signs, physi-
cians must be careful in attributing non
typical neurological manifestation to psy-

chiatric disorders.

Case report:

A 40 years old male patient referred to
our clinic with history of gradual onset of
left sided visual loss (VL), and paresthe-

sia and numbness on left side of the face

and body. He was seen by many neurol-
ogists and psychiatrists and was treated
with diagnosis of conversion reaction. He
had no past medical history of other neu-
rological manifestations, head trauma,
surgery, lumbar puncture, anesthesia
and recent vaccination. Family history
was negative. He was working as a cash-
ier in a bank.

In examination he was a well oriented,

polite, gentle, and healthy man. Cranial
nerves were within normal limits except
for sensory loss (SL) on left side of the
face. Marcus Gunn sign was negative.
Neck was supple. Force was 5/5 in all
four extremities. Deep Tendon Reflexes
(DTR) were 2 plus in both upper and
lower limbs.
Abdominal skin reflexes were intact in all
three levels bilaterally. Hoffman’s sign
was negative. Babinski sign was negative
bilaterally. Finger to nose and heel to
shin were within normal limits. Gait was
intact. Position and vibration sensation
was intact in both upper and lower ex-
tremities. In pinprick examination sen-
sory loss was detected in left side of the
face and body. Territory of sensory loss
was lesser than half of the face and
trunk. Visual acuity was 10/10 on both
eyes.

Brain Magnetic Resonance Imaging
(MRI) and Visual Evoked Potentials (VEP)
was ordered. Brain MRI revealed a large
plaque in right side of upper pons and a
few small plaques in Centrum semi ovale.
In VEP, P-100 latency was 121.2 on left
side and 116.4 on right eye. Pulse thera-
py was prescribed and test for Anti Nuc-
lear Antibody (ANA) , ANCA, anti double

strand DNA, lupus Anticoagulant, anti
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phospholipid (IgM, 1gG), Anti cardiolipin
(IgM, 1gG), Serum homocysteine, C3,
C4, CH50, B2 grycoprotein, SSA and SSB
was ordered. All the above tests were
within normal limits. Lumbar puncture
was performed and oligoclonal band
(OCB) was detected in Cerebro-Spinal
Fluid (CSF). Symptoms were relieved
dramatically after termination of pulse

therapy.

Discussion:

Early manifestations of Multiple Sclerosis
may be subtle and unusual, pathologic
process may present with atypical symp-
toms and signs and no objective data
may be found in neurological examina-
tion.

Confusion with psychiatric diseases has
been mentioned in the literature ©.
Frentz et al, described a case in which
misdiagnosis of multiple sclerosis with
findings of progressive paraplegia and a
neurogenic bladder led to supravesical
urinary diversion. Psychotherapy later
uncovered hysterical conversion reaction,
which was cured with hypnotherapy®®.
On the other hand, Talley mentioned
cases of multiple sclerosis with unusual
presentations that misdiagnosed as hys-
teria and neurosyphilis @Y. Physicians
must be careful in attributing such symp-
toms to psychiatric disorders. Above
mentioned case is an example of such a
problem, representing a rare case of co-
occurrence of sensory loss and visual loss
on the same side of body due to an or-
ganic disease. He presented with simul-
taneous onset of visual loss and hemi
sensory loss on the same side, which is
an anatomical impossibility from a single

lesion and mentioned in neurological

textbooks as a sign of conversion reac-
tion ®?_ No objective sign was found in
neurological examination (negative Mar-
cus Gunn sign and similar visual acuity in
both eyes). Only subjective sign of hemi
sensory loss and paresthesia was de-
tected. Key point that resulted in correct
diagnosis was careful sensory examina-
tion, that revealed organic type of sen-
sory loss (area of sensory loss was lesser
than half of the face and body, and shift
from painless to pain full area was Para
sagittal and not in the midline). Also in-
volvement of small fibers (pain and tem-
perature) and sparing of large fibers (po-
sition and vibration) was the typical form
of sensory loss that seen in multiple scle-
rosis ®. Diagnosis of Ms was confirmed
with Poser's criteria (Presentation with SL
and VL, Organic type of SL in examina-
tion, Brain MRI, VEP, And OCB in CSF).

It is concluded that atypical symptoms
and signs must not automatically
attribute to conversion reaction, and for
such a diagnosis we must adhere to strict
diagnostic criteria. Similarly, for diagno-
sis of MS we must not be confused with
trivial and atypical presentations. In this
situation expending a few more minutes
for accurate neurological examination
may provide valuable information that

leads to correct diagnosis .
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