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The dilemma

of 

Multiple sclerosis

By 

Prof.Dr Alaa Fadel

Mohamed Beshr

 A 20 -year old female patient gave a history that started 6 months ago of Rt

diminution of vision.

 She seaked the advise of an Ophthalmologist who after thorough examination 

suspected M.S.  and referred her to a neurologist who did her MRI brain and 

CSF tap. 

 MRI showed no demyelination but the CSF showed positive oligoclonal bands

 she was given pulsed steroid therapy followed by a maintenance dose. 
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 She was referred by a second neurologist  to our clinic for 

confirmation of M.S. diagnosis.

 Full history taking including neurological, bone, skin and chest were 

negative.

 on examination:

The visual acuity  was 0.1 OD and 1.0 OS with no other anterior segment 

positive signs.



16-May-19

3



16-May-19

4

 since the main brunt of the disease was affecting the outer 
retina, we decided that  she is a case of  bilateral non-
infectious  chorioretinopathy more advanced on the right side.

 We knew that the picture of the disease was modified by the 
high dose of steroids she was receiving (60 mg /day )

 More detailed history was taken with no any systemic positive 
signs . 

 To minimize the dose of steroids, Imuran(azathioprine) was 
prescribed  with tapering of the dose of steroids  to 40 mg 
prednisolone /day 
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 We took a  second opinion and she was diagnosed  as VKH and was referred to 

an immunologist who asked for investigations which were negative for 

rheumatoid, VDRL, B51 and  B27 with a positive pathergy test.

 The immunologist accepted the VKH diagnosis and gave her  HUMIRA  

(adalimumab) injection every 2 weeks

 He also  stopped the Imuran(azathioprine) and tapered the steroid dose to 20 

mg/D.

still not convinced 

We referred her to a uveitis specialist who 

diagnosed her as AZOOR (Acute Zonal Occult Outer 

Retinopathy)
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Still not convinced 

 The patient reported that she had a genital nodule but no ulcers ???

Still confused 

 Patient reported a buccal lesion ?????     Steroid .. Immunosuppressant

A New FA
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Still confused till last week

VA 0.4 eccentric fix and 1

 Recurrent mouth ulcer 

F.A
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Select Your Final Diagnosis:

 MS

 VKH

 AZOOR

 Behcet’s

Why Behcet’s?

 Vasculitis on FA

 Recurrent ulcers

 Positive pathergy test (not pathognomonic)

 Steroids may have masked the skin lesions

 Steroids may have changed the whole picture
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Why not behcet

 Oligoclonal bands on CSF which is not a characteristic of Behcet’s

 FAF picture.

 Early FA pictures which didn’t fit with frank Behcet’s.

 OCT Affection of the outer retinal layers.

Why relapse now ??

 Steroids at the start may have altered the picture 

and then after the immunologist stopped the 

Imuran (azathioprine) and tapered the steroids, 

reactivation occurred and vasculitis appeared
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Take Home Messages

 Behcet’s disease could be  masqueraded in many forms.

 A team work, which may include a neurologist and an 
immunologist is needed.

 MS should be included in the DD but not always the 
diagnosis in this age group.

 Repeated FA, as well as FAF, may have a role in proper 
diagnosis.

 Do not rush for steroid therapy if pathology is uncertain.

 Continued FUP may be required to look for relapses.
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