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Fig. 1 Brain MRI findings at admission.

(A) Axial and (B) sagittal T,-weighted MRI. The MRI revealed multiple high-signal-intensity lesions in the corona radiata and corpus callosum.
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Fig. 2 The patient’s clinical course.
The patient experienced a headache in the right orbit for 2 months. She was treated with IVMP. The light reflex of the right eye diminished,
and the patient developed inferior altitudinal hemianopsia. She was therefore diagnosed with optic neuritis and was treated with IVIg therapy.
Her CFF had returned to normal by the day 49. Abbreviations: CFE critical fusion frequency; IVIg, intravenous immunoglobulin; IVMP,
intravenous methylprednisolone; NRS, numerical rating scale.
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Fig. 3 Changes in orbital MRI.
(A) Fat-suppressed T,-weighted MRI revealed thickening of the right optic nerve on day 5, but there was no gadolinium enhancement of the

optic nerve. (B) By day 14, a high-intensity signal in the upper portion of the right optic nerve had become evident. Gadolinium enhancement of

the optic nerve had also appeared. (C) The high-signal-intensity lesion had become smaller 1 month after discharge. Abbreviation: FS, fat-

suppressed; Gd, gadolinium.
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Table 1 Diagnosis of Painful optic neuritis from The International
Classification of Headache Disorders 3rd edition®.

13.6 Painful optic neuritis
Previously used term: Retrobulbar neuritis.

Description: Pain behind one or both eyes caused by
demyelination of the optic nerve(s) and accompanied by
impairment of central vision.

Diagnostic criteria:

A. Unilateral or bilateral retro-orbital, orbital, frontal and/or
temporal pain fulfilling criterion C.

B. Clinical, electrophysiological, imaging and/or laboratory
evidence confirming optic neuritis.

C. Evidence of causation demonstrated by both of the following:
1. pain has developed in temporal relation to the optic neuritis.
2. pain is aggravated by eye movement.

D. Not better accounted for by another ICHD-3 diagnosis.
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Abstract

A case of neuromyelitis optica spectrum disorder
in which headache preceded visual field disturbances by 2 months

Eimi Isago, M.D.?, Kei Ishizuchi, M.D.?, Tsubasa Takizawa, M.D., Ph.D."”,
Hirokazu Fujiwara, M.D., Ph.D.?, Yoshikane Izawa, M.D., Ph.D.? and Jin Nakahara, M.D., Ph.D."

b Department of Neurology, Keio University School of Medicine
2 Department of Diagnostic Radiology, Keio University School of Medicine

A quinquagenarian woman visited our hospital due to experiencing headache around the right upper eyelid for the
previous 2 months. T,-weighted MRI of the head showed multiple high-signal-intensity lesions in the corpus callosum
and bilateral corona radiata. She was thought to have an autoimmune disease and was treated with steroid pulse therapy,
but the light reflex of the right eye diminished and the patient developed inferior horizontal hemianopsia. T,-weighted
orbital MRI showed an enlarged right optic nerve, a high-intensity signal in the superior half of the optic nerve, and an
enhancing effect. She also tested positive for anti—aquaporin 4 antibodies, so she was diagnosed with neuromyelitis
optica spectrum disorder (NMOSD). This case shows that headache can be an initial symptom of NMOSD and that
clinicians should consider NMOSD when attempting to diagnose patients presenting with headaches.

(Rinsho Shinkeigaku (Clin Neurol) 2021;61:722-726)
Key words: neuromyelitis optica spectrum disorder NMOSD), headache, visual field disturbances,
trigeminal autonomic cephalalgias (TACs), optic neuritis




