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Abstract
Multiple sclerosis (MS) is a chronic autoimmune neurologic disease with demyelination. Epileptic seizures can be seen during episodes or out of the episodes in
the course of MS. Although epileptic seizures are rare in patients with MS, they are more common than the normal population. We present a patient with MS who
presented with epilepsia partialis continua, which could not be stopped with antiepileptics in the classic status epilepticus protocol but was limited with pulse
steroid therapy.
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Öz
Multipl skleroz (MS), demiyelinizasyon ile seyreden, otoimmün, kronik nörolojik bir hastalıktır. MS hastalığının seyrinde atak ya da atak dışı dönemlerde epileptik
nöbetler görülebilmektedir. Epileptik nöbetler MS’li hastalarda seyrek görülse de normal popülasyona göre fazladır. Biz klasik status epileptikus protokolündeki
anti-epileptiklerle durdurulamayan ancak pulse steroid tedavisiyle sınırlandırılabilen epilepsiya parsiyalis kontinua ile prezente olan bir MS’li hastamızı sunuyoruz.
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Introduction
The incidence of epileptic seizures in multiple sclerosis (MS)
patients is higher than the normal population. These seizures,
which are seen during or outside an attack, may present as
generalized and focal seizures. In MS patients, seizures, which can
sometimes be limited by the initial status epilepticus treatment,
can sometimes be presented with advanced status therapies. In this
case report, we present an MS patient whose seizure presented as
epilepsy partialis continua and limited to pulse steroid therapy.

Case Report
A 28-year-old female patient, who had been followed up for
12 years for MS, was still being followed up with a diagnosis of
progressive MS, presented to our emergency department with
symptoms of change in consciousness and jerks on the left side
of her face for two days. The general condition of the patient,

who was already bedridden, was poor due to the decrease in oral
intake. She was somnolent, he could move her four extremities
minimally, her deep tendon reflexes were globally hyperactive,
and contractions were present in the left side of her face. Except
for diffuse demyelinating plaques, no active contrast enhancement
was observed in magnetic resonance imaging (MRI) (Figure 1).
The patient, whose temperature was found to be normal in the
emergency department, and in whom no significant pathology was
found in the cerebrospinal fluid examination and routine blood
tests, was admitted to our intensive care unit (ICU).
During the video electroencephalogram (EEG) monitorization,
intravenous (IV) diazepam at a dose of 10 mg was administered
to the patient who had epileptiform discharges characterized by
spikes and sharp waves in almost all of the recording in the right
hemisphere. Although the frequency of paroxysmal epileptiform
discharges and jerks on the left side of her face decreased partially,
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they recurred later. In our ICU, 1.500 mg IV phenytoin and 2.200
mg IV valproic acid (VPA) were loaded, respectively, and the
frequency of jerks on her face continued, although their frequency
decreased. It was observed that the activity, characterized by spikesharp waves, continued in the right hemisphere of the patient,
who underwent video EEG monitorization again (Figure 2). It
could not be decided whether the patient’s seizure was related
to an MS attack, it was thought that there was a seizure due to
immune mechanisms, and IV 1.000 mg pulse steroid therapy was
initiated. EEG examination performed 12 hours after the first dose
showed a decrease in the frequency and amplitude of epileptiform
activity, which was characterized by repetitive spike-sharp waves.
The patient, whose jerks on her face significantly decreased, was
followed up in the ICU without being intubated. The seizures of
the patient ceased completely on the 3rd day of the pulse steroid
therapy and the rhythmic paroxysms in her EEG disappeared.
Later, levetiracetam (LEV) was added to the treatment and the
seizures did not recur.

Discussion
It has been reported that the incidence of epileptic seizures
increases in patients with MS (1,2), which increases mortality
(3,4,5,6,7). Although its pathogenesis has not been clarified, it
is thought that hypersynchronization in the brain caused by
cortical and subcortical lesions causes seizures in patients, and
the mechanism by which these lesions become epileptogenic is

Figure 1. Diffuse demyelinating plaques without contrast enhancement
are seen in the patient’s brain MRI-T2 sequences
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unknown (7,8,9). Although it is thought that epileptic seizures
are mostly seen during an attack, they can occur at any time other
than an attack, as in our patient (10).
In epileptic seizures, especially in refractory status epilepticus
due to autoimmune etiologies, and in epileptic seizures where
immunity and inflammation are thought to play a role, it has
been observed that antiepileptic drugs are not effective and
immune therapy is successful (11). Steroids, IV immunoglobulin,
plasmapheresis, and azathioprine are used in immune therapy in
these patients, and recently cyclophosphamide and monoclonal
antibodies such as rituximab, efalizumab, and natalizumab have
been reported to be used (11). Epileptic seizures can occur with
all kinds of systemic autoimmune diseases. It is thought that
the pathogenesis of these seizures may involve direct central
nervous system involvement, a decrease in the seizure threshold or
antineuronal antibodies (12).
There is an ongoing debate about the prognosis of seizures in
MS and whether anticonvulsive therapy should be initiated after a
single seizure. Typically, in patients without additional neurologic
comorbidity, anticonvulsive therapy may not be initiated after a
single seizure if EEG and MRI do not demonstrate high evidence
of seizure recurrence risk (13,14). It is thought that the first seizure
in patients with MS should be considered as an acute symptomatic
seizure, as in other brain pathologies, and we should be more
selective in starting medication (15). However, it is stated that
seizure relapse is frequent in patients with MS presenting with
status epilepticus and anticonvulsive therapy is recommended
(14).
Some studies have reported that patients with progressive MS
have a higher risk of seizure recurrence (16,17). There are also
studies showing that the risk of epileptic seizures increases with
disease progression (18,19). In general, seizures in patients with
progressive MS are thought to be resistant to treatment, and it is
thought that seizures provoked during an attack are easy to control
(10). Anti-epileptic prophylaxis treatment is required in patients
after focal or generalized status epilepticus. Low doses of VPA,
LEV, and other new antiepileptic drugs may be preferred because
they have little effect on motor or cognitive functions (13).
As a result, all kinds of seizures can be observed in patients
with MS, and even MS can present with seizures first. It should
be kept in mind that these seizures may be seen during an attack
and autoimmune epileptic seizures not related to attack may
also occur. Although epilepsia partialis continua is rarely seen in
patients with MS, it is resistant to antiepileptic treatments as in
our patient, and it can give a dramatic response to pulse steroid
therapy, which is beneficial in MS attacks, and immune therapy for
autoimmune epileptic seizures. Considering this common benefit,
early initiation of pulse steroid therapy in patients with MS
presenting with seizures may lead to good clinical outcomes (11).
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Figure 2. Despite antiepileptic drugs, epileptiform discharges
characterized by spikes and sharp waves observed in almost all of the
electroencephalogram recording in the right hemisphere
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