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Fig. 1 Edrophonium test in our patient.

Before (1A) and one minute after (1B) intravenous injection of saline. No changes can be observed. One minute (2A) and 10 minutes

(2B) after intravenous injection of 3 mg of edrophonium chloride. Elevation of both eyelids is evident, especially (2B).
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Table 1 Studies highlighting the case of MFS associated with MG.
Case Se(:;(ﬁ;ge Pasotfl;\i/ls(t;ory Presenting Symptom ag;;ﬁgd};R a::t_ﬂ?(%;b NM] dysfunction Authors

1 M/40 OMG MFS triad{ with ptosis + + ET (+)*1 Mak et al.”’
Absent pupillary light reflex

2 F/69 —_ MEFS triad with ptosis + + ET (+)*2 Tanaka et al.”
Dysarthria waning (+)
Neck flexon weakness

3 F/84 OMG Ophthalmoplegia with ptosis + + ET (-) Lau et al.”
Areflexia waning (+)
Dysphasia

Respiratory distress

Weakness in the extremities

MFS: Miller Fisher syndrome, MG: myasthenia gravis, NM]J: neuromuscular junction, OMG: ocular myasthenia gravis, ET: edrophonium test.
*1. The ET produced minimal improvement in right eye abduction. *2. Details of the ET were not reported.
7 MFS triad means “ophthalmoplegia, areflexia, and ataxia.”

Table 2 Studies highlighting the difficulty in distinguishing MFS from MG.

Case Se(:;(l{zz;ge Pasotflll\i/ls(t}ory Presenting Symptom aZrt:t_i@othyR a:r?t_i(b}(giirb NM] dysfunction Authors
1 M/43 dsMG MFS triad{ with ptosis - + ET (- Silverstein et al."®
Sensory loss in the upper extremities waning (+)

2 M/81 —_ MEFS triad with ptosis - + IPT (+)*1 Anthony et al. 19

lid fatigability
test (+)

3 M/52 —_ MEFS triad with ptosis - + NT (+)*2 Ehler et al.””
SFEMG (+)

4 F/69 — MEFS triad with ptosis - + ET (+)*3 this case

MFS: Miller Fisher syndrome, MG: myasthenia gravis, NMJ: neuromuscular junction, dsMG: double seronegative myasthenia gravis, ET:
edrophonium test, IPT: ice pack test, NT: neostigmine test, SFEMG: single fiber electromyogram.

*1. The IPT showed a mild, short-lived improvement in left-sided ptosis. *2. The patient had limited improvement of ptosis and diplopia.
*3. The ET showed a significant, long-lived improvement in bilateral ptosis.

T MFS triad means “ophthalmoplegia, areflexia, and ataxia.”
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Abstract

A case of Miller Fisher syndrome with a false-positive edrophonium test

Kosuke Yonemoto, M.D.”, Shunichi Nomura, M.D.”, Ai Shimizu, M.D.?,
Kenichi Sakajiri, M.D., Ph.D.” and Eishun Nitta, M.D., Ph.D."

PDepartment of Neurology, National Hospital Organization Kanazawa Medical Center
“Department of Neurology, Kanazawa University School of Medicine

A 69-year-old woman presented with acute bilateral ptosis, ophthalmoplegia, ataxia, and hyporeflexia in the
extremities following an antecedent upper respiratory infection. We suspected that she had Miller Fisher syndrome
(MFS) and performed an edrophonium test (ET) to rule out myasthenia gravis (MG). Edrophonium chloride improved
the patient’s bilateral ptosis, but not her ophthalmoplegia. Given the absence of the waning phenomenon on
electrophysiological examination, the anti-acetylcholine receptor antibody, and a diurnal variation of symptoms, we
concluded that the ET result was a false-positive. A diagnosis of MFS was confirmed by the presence of a positive anti-
GQ1b antibody. To our knowledge, this is the first case report of MFS with a false-positive ET.

(Rinsho Shinkeigaku (Clin Neurol) 2019;59:345-348)
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