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Fig. 1
FLAIR image shows high signal intensity at the left dorsal pons near the fourth ventricle
(A: Axial), bilateral hypothalamus (B: Axial, C: Coronal), and cervical cord (D: Sagittal).
(3.0 T; TR 6,000 ms, TE 376.593 ms).
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Fig. 2 Spinal MRI.
T,-weighted image shows a longitudinal hyper-intensity signal at the
cervical cord (A: Sagittal, 3.0 T; TR 2,500 ms, TE 100 ms), a part of
which shows gadolinium enhancement in the T,-weighted image (B:
Sagittal, 3.0 T; TR 500 ms, TE 10 ms).

BRERFRES 59 & 1175 (2019 : 11)
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Table 1 Characteristic symptoms of NMOSD and suspected NMOSD with hypothalamic lesions.
case reference age M/F MRI findings fever  headache nausea hypersomnia LOC SIADH AQP4-IgG
1 Saitoetal” 39  F Bilthalamus, hypothalamus, basal ganglia + - - + + - -
2 Sakaietal.” 36 F  Bilhypothalamus, cerebral cortex, striatum, - - - - + + +
right internal capsule, thalamus
3 Zhangetal” 20 F  medulla oblongata, bil.hypothalamus, + - + - - - -
Rt.posterior horn of lateral ventricle
4  Wangetal” 40 M Rt.periventricle, corpus callosum, + + - - + - +
hypothalamus, cerebral peduncle,
midbrain, upper pons
5 Wangetal” 38 F  around third ventricle, corpus callosum, + + + - - - +
bil.periventricle parenchyma, temporal
lobe, thalamus, cerebellum, cerebellar
peduncle
6  Nakano etal.’” 31 F  Bilhypothalamus, cervical cord, Rt.middle + - + + - + +
cerebellar peduncle
7 Suzuki et al.'’ 21 F  Bihypothalamus, - - - + - + +
8  Nakajimaetal” 63 M  Lthypothalamus, cervical cord - - - - - + +
9  our case 20 F  Bil,hypothalamus, pons, cervical~thorathic + + + + - - -

cord

In case 3, the authors diagnosed anti AQP4 antibody negative opticospinal MS, however, our evaluation corresponded with the new criteria
for NMOSD. NMOSD: neuromyelitis optica spectrum disorder, LOC: loss of consciousness, SIADH: syndrome of inappropriate secretion

of antidiuretic hormone, AQP4-IgG: anti-aquaporin 4 antibody.
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Abstract

A case of suspected neuromyelitis optica spectrum disorder preceded
by aseptic meningitis-like symptoms

Kiyomi Odachi, M.D., Ph.D.”?, Koutarou lio, M.D.”, Kenichirou Uno, M.D.",
Norikazu Kawada, M.D."” and Hidekazu Tomimoto, M.D., Ph.D.”

UDepartment of Neurology, Matsusaka Central General Hospital
“Department of Neurology, Kuwana City Medical Center
¥Department of Cardiology, Matsusaka Central General Hospital
“Department of Neurology, Mie University Graduate School of Medicine

A 20-year-old woman was hospitalized after experiencing headaches, high fever, and nausea for 1 week. She was
conscious and had no abnormal neurological findings or neck stiffness. Examination of her cerebrospinal fluid showed a
pronounced elevation of mononuclear cells. She was admitted to our hospital with the diagnosis of meningitis and had
hypersomnia 3 days later. Brain MRI (FLAIR) demonstrated high-intensity lesions at the dorsal pons, and bilateral
hypothalamus and spinal MRI demonstrated longitudinal T, high-intensity lesions extending from C2 to C4 and from C6
to Th6. We suspected neuromyelitis optica spectrum disorder (NMOSD) and administered intravenous methylprednisolone
after which her symptoms and MRI abnormalities improved immediately. Serum anti-aquaporin-4 antibody and anti-
myelin oligodendrocyte glycoprotein antibody were negative. Thus, it is important to perform MRI imaging early in the
onset of aseptic meningitis due to numerous case reports of patients diagnosed with neuromyelitis optica or NMOSD
with initial meningitis-like symptoms.

(Rinsho Shinkeigaku (Clin Neurol) 2019;59:736-739)
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