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ABSTRACT 
Myelin Oligodendrocyte Glycoprotein (MOG)-IgG Associated Optic Neuritis is an antibody-mediated 
demyelinating disease of the central nervous system (CNS). Here is a case report of an 8-year-old girl presented 
with sudden onset, painless, progressive diminution of vision in both eyes. On ophthalmic evaluation, findings 
were suggestive of optic neuritis of unknown etiology. Anti MOG IgG antibodies was found to be positive. Patient 
improved with Intravenous methylprednisolone therapy of three days. Hence, MOG antibody-associated optic 
neuritis should be considered as differential diagnosis in pediatric patients with bilateral optic disc edema and 
sudden vision loss. 
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Introduction: 
Typical optic neuritis (ON) presents with acute, 
unilateral, variable visual acuity/visual field loss, 
retrobulbar pain (worse with eye movement), loss of 
color vision, RAPD and disc oedema. ON in Myelin 
Oligodendrocyte Glycoprotein(MOG)-IgG 
associated optic neuritis  however is often “atypical” 
- bilateral rather than unilateral and often associated 
with optic disc edema . 1 

Case report : 
Informant: Mother (reliable) 
An 8-year-old girl presented with sudden onset and 
progressive diminution of vision in both eyes which  
started while she was at school and for these 
complaints she visited our hospital on 28th 
December 2024. No history of  pain on eye 
movement. No history  photophobia or diplopia. No 
history of  recent fever, headache, vomiting, or neck 
pain. No history of ocular trauma or surgery. No 
history of  any systemic illness.  

Birth , antenatal  and post natal history uneventful. 
Developmentally attained all milestones in time. 
Vaccinated for age.  
On examination, visual acuity of perception of light 
present and projection of rays  accurate in right eye 
and counting finger at            ½ metre in left eye with 
grade II RAPD in right eye . Extraocular movements 
were full, free and painless in ductions, versions and 
vergences.  
Both eye fundus showed disc edema(RE>LE) with 
foveal reflex present. Findings suggestive of optic 
neuritis of unknown etiology.  
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Image 1 and 2  : fundus image of right and left 

eye respectively showing optic disc edema 
 
Relevant Investigations were performed to rule out 
different etiologies. MRI Brain showed no 
significant abnormality. Pediatric neurology 
reference suggested autoimmune etiology. Anti 
MOG IgG antibodies was found to be  positive.  
Treatment given : Pulse therapy of Intravenous 
Methylprednisolone was started. 30mg/kg methyl 
prednisolone (7.2ml in 400 ml NS given over 4 
hours once a day)intravenously for 5 days followed 
by Oral Prednisolone acetate (1 mg/kg body weight) 
for 14 days and tapered gradually over the period of  
6 weeks.  
Response to treatment : Patient responded well to the 
steroids. Day 5, while getting discharged from 
hospital , visual acuity improved to counting fingers 
½ metre in right eye and 6/24(p) in left eye . And by 
the end of the course of oral steroids, vision restored 
back to 6/6 in both eyes .  
Discussion: 
ON is the most common symptom in MOG-Ab 
seropositive disease, it can also present with acute 
disseminated encephalomyelitis or myelitis. MOG 
protein is found on the surface of oligodendrocytes 
and known to bind to C1q, IgG Ab’s, a c-type lectin 
receptor expressed on the surface of dendritic cells 
and macrophages, rubella virus and nerve growth 
factor2. Disease-causing MOG antibodies are IgG1, 
which are known to activate the classic complement 
pathway. Complement deposition has also been seen 
in neuroimaging studies during acute attacks of 
MOG-Ab ON3.  

Clinically, it’s important to recognize that a patient 
presenting with optic neuritis and significant disc 
edema and/or visual acuity less than 20/200 should 
likely prompt further investigation for serum MOG 
and AQP4 antibodies.4 These are  markedly steroid 
responsive in nature and can restore vision back if 
started on steroids timely. But chances of recurrence 
are also present.  
A means to predict relapse is of significant interest. 
A number of studies have observed the conversion 
of MOG IgG to seronegativity over time in 
monophasic patients, whereas relapsing patients 
tend to remain persistently MOG IgG seropositive 
but with lower titres during periods of remission 
than during active disease5 

 

Conclusion: 
MOG antibody-associated optic neuritis should be 
considered in pediatric patients with bilateral optic 
disc edema and sudden vision loss.Early recognition 
and prompt treatment with high-dose corticosteroids 
can lead to good visual recovery.MRI and 
serological testing for MOG-IgG are critical for 
accurate diagnosis and differentiation from other 
demyelinating conditions.Long-term follow-up is 
essential, as recurrences can occur even after initial 
recovery. 
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