Case report: Use of Fingolimod in an Hispanic MS pediatric patient.
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Case Presentation

MRI Imaging

..

A 10 year old girl presented to a community
hospital emergency room with dizziness,
dysconjugate gaze, bilateral nystagmus, R
hemifacial paralysis and bilateral blurry vision. The
patient denied loss of vision, consciousness, fecal
nor urine incontinence. An MRI was performed
which showed one (1) FLAIR inflammatory lesion
(figure 1). She was diagnosed with Acute
Demyelinating Encephalomalacia (ADEM) and
treated with 5 day course of 1g IV steroids. CSF
was also obtained (Figure 4) She had complete
resolution of all her symptoms at discharge. The
patient had no prior CNS infection and her
vaccination status was up to date.
Her follow up consisted of serial MRI´s every 6
months with a pediatric neurologist. At 2 years post
hospitalization, she developed 3 new gadolinium
(GAD) enhancing lesions (Figure 2). She did not
have any recurring or new symptom. Her physical
examination was unremarkable. Her diagnosis was
changed from ADEM to Multiple Sclerosis (MS).
Interferon beta 1-α at a 1 dose/week regimen was
started and instructed to continue with MRI + GAD
surveillance every 6 months. The patient continued
treatment for 2 more years when 2 GAD enhancing
lesions on prior plaques appeared (figure 3). She
continued to deny any new nor recurring
symptoms.
She sought a second opinion with a neurologist
specialized in MS for other treatment options. The
decision was made to try Fingolimod (FTY) 0.5 mg
at every other day dose regimen. Her EDSS score
at presentation was 1.5 because an increase knee
reflex (3+) and positive Romberg with her eyes
closed.
The patient has been followed for 2 years. Her
MRI FlAIR lesion burden is unchanged (figure 2-3).
She has reported occasional headaches after she
started the medication, but the headaches have
since subsided. Her lab work (CBC, CMP, UA,
TSH,) have consistently been unremarkable. She
has had 3 MRI since starting FTY. Her MRIs do not
show any GAD enhancing lesions and previous
T2/Flair lesions have decreased in signal intensity
correlating with decreased inflammation. At 2 years
follow up, her EDSS score has decreased to 1.

Figure 1. Single FLAIR lesion that suggested
ADEM. 1999

Conclusions

Discussion
This patient’s case is interesting considering
she never presented with a recurrent or new
symptom when she developed positive GAD
enhancing lesions. Initial diagnosis of ADEM
was questionable because she had no prior
documented infection1. She also did have
positive oligoclonal bands (Figure 4). The
patient later developed new lesions in the
following years. These new lesions occurred
years after the initial event making Recurrent
ADEM less likely. At this point, the diagnosis of
Clinical Isolated Syndrome (CIS) should be
considered. She fit the diagnosis of multifocal
CIS because of multi-symptomatic
presentation. She was diagnosed as Pediatric
multifocal CIS, a variant of pediatric MS.
The patient had failed interferon therapy and
we did not consider any other interferon
therapy. FTY was chosen because of its easy
route of administration, safety and efficacy in
hispanic adults with MS2.
The patient tolerated the medication and has
been on therapy for almost 2 years. She has
had a 0.5 point reduction in her EDSS score
with improvement in her increased knee reflex.

In patients with ADEM it is important to
continue radiologic follow up to monitor for
progression to MS. Early diagnosis of MS and
treatment will change the course of the disease
and decrease the chance of progression.
FDA disease modifying therapies (DMTs) for
pediatric patients are not available. This case
demonstrates that early intervention with
aggressive therapies will curb the progression
of this debilitating neurodegenerative disease.
This patient is an example of FTY responder
with MRI as our clinical marker.
This case study should serve as an example
that this therapies can be tolerable in pediatric
population. Nonetheless, more clinical research
regarding safety and tolerability is needed.

Figure 2. Brain MRI June, 2013

Figure 4. CSF profile 1999
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