INTRODUCTION

Multiple Sclerosis is considered the most common severe
neurological disease of young adults, and the most common of

el - affects the oligodendrcglia-

the demyelinating diseases,
myelin sheath complex, eventually causing irreversible damage
to this sjétam while rarely attacking other components of the
neuron, Multiple Sclerosis specifically attacks the central
nervous system tissue, which consists of the white fiber tracts
that connect neurons in the brain and Spinal cord. Demyelini-
zation occurs in a patchy distribution which has no distinet
lesion size and varies depending on the degree and length of
time that inflamation occurs. Early disease is characterized
by brisf exacerbations which may present mild to severe symptoms
followed by remissions which may show little or no residual
impairment. As time goes on, the severity and number of
exacsrbations may increase leading to a gradual decline in the
indivldual's ability to function normally. Some vietims may
suffer from a progressive deterioristion of functioning, beco-
ming severely disabled in only a few years, Still? others
experience a combined symptomology of exacerbatioﬁé and remi-
ssions which eventually develops into a progressive course.
Signs and symptoms of this upper motor neuron disease
reflect the length and course of the demyelinization process,

varying in number and combinations with each exacerbation.

Victims may experience one critical attack without visible
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reoccurance of symptoms, or the mildness of the symptomology

may never bring the disease to the attention of a physiecian.

In this respsect, multiple sclerosis may be a benign disease

despite the presence of profuse demyelinated plagues on autopsy

of some individuals found to have multiple sclerosis. Areas of

central nervous system involvement are coorelated to the present-

ing symptoms as shown by Eliasson:
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Loss of central visicn in one eye and edema

of the optic disk (papillitis), followed by
pallor, associated with demyelinization of

the optic nerve. If the acute lesion occurs

in the optiec nerve behind the globe (retrobulbar
neuritis), the disk appears normal in the early
stages, but the same pallor and demyelinization
result.

Diplopia and nystagmus, mainly of the abducting

eye, and weakness of the medial rectus muscle on
one side (syndrome of internuclear ophthalmoplegia),
associated with a plague in the medial longitudinal
fasciculus of the brainstem ipsilatersal tc the
medial rectus.

Tingling and/or numbness in one arm and clumsiness
and loss of proprioception in the hand, coorelated
with demyelinization in the ipsilateral posterior

column (fasciculus cuneatus) of the cervical cord.

Numbness and/or tingling below the waist, loss of
proprioception in the feet, spastie paraparesis and
extensor toe signs, with plagues found 1n the
posterior and lateral columns of the thoracic cord.

Loss of pain and temperature sensitivity below the
waist on the right, spastic weskness and hyperflexia
of the left leg with an extensor toe sign on the
left (partial Brown-Sequard syndrome). The plaque
is found in the anterior and lateral regions of the
mid=thoracic cord on the left involving the spino-
thalmic and corticospinal tracis.

Attacks of lanciating pain in one slde of the face
(trigeminal neuralgia), associated with a plaque
at the root entry zone of the trigeminal nerve
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At first, the person may experience mild and irritating episodes
of ataxia, diploplia, blurred vision, vertigo, imbalance, inco-
ordination, motor weakness and dysuria. They may be confused
with other medical problems, such as infection, migraine head-
aches and compressed nerves, Differential diagnosis must be
made to rule out other neurological disease states despite the
appearance of classical exacerbations and remissions. Ior

example, the symptoms of a psychosomatic illness, such as
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hysteria, can mimick multiple seclerosis., 3 OSlatel & Yeplwoad, @ed

Diagnosing multiple sclerosis can be =2 difficult process.,
o definitive diagnostic tests have been developed for multiple
sclerosis and diagnosis is based on the clinical picture.
Diagnostic signs include:

1. Age of onset between 0 and 50 years.

2. Two or more involved areas of the white matter of the
brain or spinal corde.

%z. Tfvidence of an elevated globulin level in the cerebro-
spinal fluid. Elevation of lymphocytes may also be
present (T-cell functions).

4. zTvidence of either a progressive or exacerbation coursa.
In the case of the latter, the exacerbations must have
lasted at least <4 hours with at least two episodes in
the history. For the former, the progression must have
lasted for at least six months.

5. Normal routine blood smear and urinalysis.

8. No other neurological conditions are found.







