analysis of variance (Wilcoxon/Kruskal-Wallis test,
chi-square approximation). Comparisons of visual
field improvement and visual acuity improvement
in MOG-Ab-positive and —negative cases were ana-
lysed using chi-square test followed by Fisher
exact test.

RESULTS

Disease Type

The disease types of all (70) patients were CRION in 2
patients, AQP4-Ab seropositive optic neuritis (neuro-
myelitis optica) in 13, idiopathic optic neuritis in 34,
and optic neuritis associated with multiple sclerosis in
21.

Eighteen of 70 patients (25.7%) were positive for
MOG-Abs. The 18 patients comprised 7 males and 11
females. The disease types of 18 MOG-Ab seropositive
patients were CRION in 2 patients, AQP4-Ab sero-
positive optic neuritis (neuromyelitis optica) in 2,
idiopathic optic neuritis in 12, and optic neuritis
associated with multiple sclerosis in 2. The disease
types and patient background are shown in Table 1.
Eight patients had bilateral optic neuritis (Nos. 1, 3, 4,
5,11, 13, 16, and 17). In patients with bilateral optic
neuritis, we selected the more severe eye for evalu-
ation in the present study. Accordingly, the left eye
was studied in Nos. 1, 3, 4, 5, 13, 16, and 17, and the
right eye in No. 11 (Table 2).

Number of Relapses

The numbers of relapses in all the MOG-Ab seroposi-
tive patients were investigated. Case 4 experienced
8 relapses, which was the largest number of all
patients. The mean number of relapses per year was
0.40 in MOG-AD seronegative patients and 0.82 in
seropositive patients, and was significantly greater in
MOG-ADb seropositive than in seronegative patients
(Figure 1). '

TABLE 1 Disease types of MOG-Ab seropositive cases.

No. of MOG-Ab
seropositive
cases/No. of

Disease type all cases

Chronic relapsing inflammatory 2/2

optic neuropathy (CRION)

Neuromyelitis optica (NMO) 2/13

Idiopathic optic neuritis 12/34

Multiple sclerosis (MS) 2/21

with optic neuritis

® 2015 Taylor & Francis, LLC
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Visual Outcome

Visual acuity and visual field deficit before and after
treatment in MOG-Ab seropositive patients were
analysed. In case 1 (CRION), visual acuity at disease
onset was light perception negative. Subsequently,
this case had 4 relapses. Although steroid pulse
therapy improved visual acuity to 20/13, visual field
deficit of enlarged Mariotte blind spot remained. All
patients, excluding cases 4 and 9, had visual acuity
improvement of two lines or more, but some kind of
visual field deficit remained in all patients. The visual
field at the time of acute exacerbation of optic neuritis
showed diverse patterns, including central scotoma,
paracentral scotoma, temporal field cut, and complete
visual field cut.

The relation between MOG-ADb status and visual
acuity improvement was analysed. In MOG-Ab sero-
positive patients, visual acuity did not improve in
only 2 patients, 1 with AQP4-Ab optic neuritis and 1
with idiopathic optic neuritis, whereas visual acuity
was improved in 16 of 18 patients (88.9%). In MOG-
Ab seronegative patients, visual acuity was improved
in 37 of 52 patients (71.2%) and was not significantly
difference from the seropositive group.

Next, the relation between MOG-Ab status and
visual field improvement was analysed. Visual field
deficit remained after treatment in 14 of 18 (77.8%)
MOG-ADb seropositive patients. In MOG-Ab seronega-
tive patients, visual field deficit remained after treat-
ment in 16 of 52 patients (30.8%). Comparing these
figures, residual visual field defect was significantly
more common in MOG-Ab seropositive patients
{(p=0.0015).

Representative Cases

Figures 2 and 3 show the results of visual field
measurements in a representative case (No. 17).
A 33-year-old man with multiple sclerosis presented
at our hospital because of decreased visual acuity
and visual field abnormality in both eyes.
Examination showed mild reddening of the optic
disc in both eyes. Visual field examination showed
central scotoma and nasal scotoma in the right eye
and temporal scotoma in the left eye (Figure 2).
Corrected visual acuity was 20/25 in the right eye
and 20/66 in the left eye. MRI revealed hyperinten-
sity in bilateral optic nerves. Optic neuritis associated
with multiple sclerosis was diagnosed. In the cell-
based assay for MOG-Abs, this case gave the
strongest antigen-antibody reaction among the
MOG-Ab seropositive cases. After steroid pulse
therapy, corrected visual acuity improved to 20/22
in the right eye and 20/33 in the left eye. Thereafter
the patient had 4 relapses. At each relapse, steroid
pulse therapy preserved visual acuity, but Goldmann
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TABLE 2 Summary of individual MOG-Ab seropositive cases.

Vision Visual field Bilateral/
Caseno. Age  Gender Disease improvement  Relapse deficit Ocular pain  unilateral

1 26 F CRION + 4 + — B

2 30 M CRION + 4 + - UR)

3 41 F NMO + 4 + - B

4 48 F NMO - 8 + - B

5 28 F Idiopathic optic neuritis + 2 + - B

6 39 F Idiopathic optic neuritis + 1 + - UR)

7 52 F Idiopathic optic neuritis + 2 + - U(L)

8 42 F Idiopathic optic neuritis + 2 + — U(L)

9 64 F Idiopathic optic neuritis - 2 + UR)
10 50 F Idiopathic optic neuritis + 1 - - UL)
11 51 M Idiopathic optic neuritis + 2 - + B
12 30 F Idiopathic optic neuritis + 1 - + UR)
13 43 M Idiopathic optic neuritis + 1 - + B
14 18 F Idiopathic optic neuritis + 1 + - u)
15 52 M Idiopathic optic neuritis + 1 + + UR)
16 51 M Idiopathic optic neuritis + 2 + - B
17 33 M MS with optic neuritis + 4 + - B
18 48 M MS with optic neuritis + 1 + + U(L)

CRION =chronic relapsing inflammatory optic neuropathy; NMO = neuromyelitis optica; MS=multiple sclerosis; B=bilateral;

U = unilateral; R=right; L=left.

5 - p<0.05
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FIGURE 1 Analysis of the number of relapses per year. The
number of relapses per year was significantly greater in MOG-
Ab seropositive cases than in seronegative cases (p<0.05 by
Wilcoxon/Kruskal-Wallis test, chi-square approximation).

visual field test showed residual central scotoma in
the right eye and temporal field cut in the left eye
(Figure 3).

Figure 4 shows the visual field findings of the case
(No. 4) that had the largest number of relapses. A 48-
year-old woman had AQP4-Ab seropositive optic
neuritis (neuromyelitis optica). Corrected visual
acuity at onset was 20/500. She was treated with
steroid pulse therapy and plasmapheresis, but subse-
quently had a total of 8 relapses (seven times in the
left eye, once in the right eye). Visual field test at the
last follow-up showed residual visual field in only a
part of the inferior field (Figure 4), with corrected
visual acuity of 20/2000 in the left eye.

DISCUSSION

A recent study has recommended measurement of
MOG-Abs in patients with neuromyelitis optica
negative for anti-AQP4 antibodies considered to be
specific for neuromyelitis optica.’® In the present
study, MOG-Abs were positive in 18 of 70 patients
with optic neuritis. The disease types found in MOG-
Ab seropositive optic neuritis included CRION,
neuromyelitis optica, idiopathic optic neuritis, and
multiple sclerosis. Among them, idiopathic optic
neuritis was the prominent type. Other report has
also indicated that patients with MOG-Ab—positive
neuromyelitis optica or neuromyelitis optica spectrum
disorder tend to relapse.'* On the other hand, MOG-
Abs are also found in multiple sclerosis patients,
although the titres are low. In our series, MOG-Abs
were positive in two cases of optic neuritis associated
with multiple sclerosis. The disease with the largest
number of MOG-Ab-positive cases was idiopathic
optic neuritis. We also observed that MOG-Abs were
not detected in anterior ischaemic optic neuropathy,
suggesting a weak association of MOG-Abs with non-
inflammatory ocular disease (data not shown). In
addition, high MOG-Ab titres have been reported to
be prominentl;r detected in patients with recurrent
optic neuritis.” Case 17 in our series was strongly
positive for MOG-Abs, and this case had 4 relapses
with residual visual field deficit. Furthermore, in our
previous report, cases double positive for MOG-Abs
and AQP4-Abs were particularly refractory to treat-
ment, progressed rapidly, and tended to become
resistant to treatment.® Case 4 in the present series
was positive for both MOG-Abs and AQP4-Abs. In
this case, despite courses of treatments, optic neuritis

Neuro-Ophthalmology
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FIGURE 2 Case 17: Goldmann visual field in left eye (a) and right eye (b) at initial onset. Pre-treatment visual field test showed
scotoma from the centre to temporal side in the left eye (a), and central scotoma and nasal scotoma in the right eye (b). Corrected

visual acuity was 20/66 in the left eye and 20/25 in the right eye.
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FIGURE 3 Case 17: Goldmann visual field of the left eye (a) and right eye (b) at the last follow-up. After the initial onset, the lesion
recurred four times, and was treated with steroid pulse therapy every time. Visual field test at the last follow-up showed temporal
field cut remaining in the left eye (a), and central scotoma remaining in the right eye (b). Corrected visual acuity was 20/22 in the right
eye and 20/33 in the left eye, with improvement of 2 lines or more, which has been maintained until the present.

recurred repeatedly with residual visual field deficit
resulting in no improvement in visual acuity.
MOG-Abs are a marker of demyelination in the
central nervous system and not an indicator of
astrocyte damage.™® MOG-Ab seropositive optic
neuritis probably involves demyelination between
the optic nerve and optic tract, which responds well
to a sequence of early treatment resulting in improve-
ment of central visual field but leaving residual
peripheral visual field deficits. If regeneration of the
damaged myelin sheath occurs, nervous function

© 2015 Taylor & Francis, LLC

would recover with improvement of symptoms.
However, when demyelination occurs repeatedly,
delay in treatment may lead to axonal damage, and
improvement in symptoms cannot be expected. In our
series also, a significant number of cases had some
kinds of residual visual field deficit.

The clinical characteristics of MOG-Ab seropositive
optic neuritis include widespread involvement of the
optic nerve and damages extending from the optic
chiasma to the optic tract, which are similar to those of
AQP4-Ab seropositive optic neuritis. Clinically, this
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FIGURE 4 Case 4: Goldmann visual field of the left eye at initial onset (a) and at the last follow-up (b). After the initial onset, the
patient had 8 subsequent relapses. At onset, widespread temporal field cut was observed (a), and corrected visual acuity was 20/500.
Steroid pulse therapy and plasmapheresis were conducted at every relapse. Visual field test at the last follow-up showed residual
visual field in only a part of the inferior field, and corrected visual acuity was 20/2000.

disease responds to high-dose steroid therapy, but
although visual acuity outcome is relatively good,
visual field deficits remain, and the lesions tend to
recur. This clinical picture suggests that MOG-Ab
seropositive disease resembles CRION.

In recent studies, MOG-Abs are measured com-
monly by cell-based assays.>®'*'¢!? Generally, meas-
urement by enzyme-linked immunosorbent assay
(ELISA) is influenced by the quantity and property
of the protein, which may result in poor quantification
and inadequate specificity. On the other hand, cell-
based assay is performed by immunohistochemical
staining and antigen-antibody reaction can be
observed as fluorescence or coloration under a micro-
scope, allowing confirmation of the presence of MOG-
Abs. For this reason, we used a cell-based assay in the
present study. :

In this report and our recent report,19 we identified
two cases double positive for MOG-Abs and anti-
AQP4 antibodies. In our past study of 23 cases of optic
neuritis, in which we used ELISA to measure MOG-
Abs, the positive rates for both MOG-Abs and anti-
AQP4 antibodies were higher than the results
obtained from cell-based assays, due to false-positive
results from ELISA.° However, regardless of the
method of measurement, double-positive cases were
found to have significantly poorer visual outcome,
suggesting that anti-AQP4 antibodies and MOG-Abs
‘may indicate the prognosis of visual function in optic
neuritis. A recent study has reported that MOG-Ab
seropositive patients tend to relapse but respond to
treatment better than AQP4-Ab seropositive optic
neuritis.® Cases positive for MOG-Abs detected by
ELISA tend to relapse, have residual visual field
deficit, and respond to treatment.

At present, the methods of determining MOG-Abs
by cell-based assay have been gradually consolidated
in several research groups. Therefore, a standardized
method of measuring MOG-Abs should select the cell-
based assay in the future.

MOG-Ab seropositive optic neuritis responds to
high-dose steroid therapy and plasmapheresis.’® For
AQP4-Ab seropositive cases, since steroid resistance is
common, usually two courses of steroid pulse therapy
are given, and if visual acuity or visual field does not
improve, plasmapheresis is conducted.*® However,
for treatment of neuromyelitis optica, regardless of
whether the case is AQP4-Ab seropositive or MOG-
Ab seropositive, initial treatment with high-dose
steroid therapy is important. Although the patho-
physiology of MOG-Abs is unknown, it is clear
that the choice of anti-inflammatory and antibody-
eliminating treatments is important for optic neuritis.
Therefore, in the case of acute onset of optic neuritis,
initiating treatment without waiting for the result of
MOG-Ab test is appropriate, and clinical diagnosis
and characteristic MRI findings become important. In
our series, early high-dose steroid therapy and DFPP
for acute exacerbation of MOG-Ab seropositive optic
neuritis resulted in significant improvement of visual
acuity by 2 lines or more in many patients. Therefore,
the status of MOG-Abs is highly relevant in deciding
treatment strategy and visual outcome.
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Abstract

We report the case of a patient with recurrent refractory bilateral optic neuritis who tested
negative for anti-aquaporin-4 (AQP4) antibodies until the third test . A 52-year-old woman was
referred to us with recurrence of bilateral optic neuritis previously treated by steroid pulse therapy
at another hospital. She was negative for autoantibodies including AQP4 antibody (CBA test).She
was diagnosed with recurrent optic neuritis and steroid pulse therapy was administered. She
subsequently experienced repeated recurrences of optic neuritis affecting both eyes. Anti-AQP4
antibody tests were consistently negative until the fifth recurrence, when the test for this antibody
was positive. Because steroid pulse therapy was not effective, plasma exchange was performed
instead. Because seroconversion of anti-AQP4 antibody may occur at any time in patients with
neuromyelitis optica (NMO) spectrum disorders, this antibody should be measured several times

if a patient has refractory optic neuritis with repeated episodes of recurrence.
(Neuro-ophthalmol Jpn 32: 280~284, 2015)
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