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Multiple sclerosis (MS) is an autoimmune demyelinating disease of
the central nervous system (CNS), typically presenting in young adults
(20–50 years old). Clinical manifestations are heterogeneous, depend-
ing on which part of the CNS demyelination occurs. Therefore, this
study aims to assess whether different symptoms at first acute man-
ifestation of MS are associated with worse functional outcomes. We
enrolled all patients with a confirmed diagnosis of MS, regardless of
the subtype, so long as it fulfilled the McDonald’s 2017 criteria. A step-
wise multiple linear regression model included statistically significant
(p < 0.05) variables in the Mann–Whitney U test. A total of 195 pa-
tients with MS were included in the final analysis, of which 140 (78.5%)
were female. Acute blurry vision, acute paralysis, acute hypoesthesia,
autonomic syndrome, and Lhermitte’s sign at disease outbreak were
found to be associated with worse EDSS (Expanded Disability Status
Scale) in univariate tests. In adjusted analysis, the independent predic-
tors of worse EDSS were acute blurry vision (Beta = 0.183; p = 0.010)
and autonomic syndrome (Beta = 0.219; p = 0.003). These results may
help better understand the relationship between MS symptomatology,
functionality, and patient prognosis, potentially assisting physicians in
determining MS patient’s initial treatment.
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Introduction
Multiple sclerosis (MS) is an autoimmune demyelinating disease of
the central nervous system (CNS), typically presenting in young adults
(20–50 years old). MS affects around two to three times more women than
men. There are 2.8 million people in the world living with MS, with a higher
prevalence in North America and Europe. Clinical manifestations are het-
erogeneous since demyelination can happen in any part of the CNS (1). It
may cause physical and cognitive impairment during the disease’s devel-
opment, such as fatigue and loss of self-efficacy. Therefore, MS provokes
significant disability and harmfully affects patients’ functional indepen-
dence.

The current literature lacks studies regarding clinical factors asso-
ciated with patients’ personal experiences with the disease. Therefore,
health professionals could direct care to minimize the impact of MS symp-
tomology on the patient’s life and improve functionality. Data regarding
the effect of specific symptoms on functionality and outcomes are often
controversial, for example regarding the effect of paralysis and hypoes-
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Table 1. Demographic and clinical characteristics of the study
population, including data regarding clinical course, EDSS at
admission, and number of relapses. The table also details the
prevalence of symptoms at disease onset and their association
with the EDSS in the univariate analysis

Variables

Demographics

Age (mean; sd) 39.89 (11.57)
Sex

Male 45 (28.2%)
Female 140 (71.8%)

Race
Black 44 (22.6%)
Mixed 90 (46.2%)
White 58 (29.7%)

Clinical characteristics

Clinical course
Relapsing-remitting 173 (88.7%)
Primary progressive 19 (9.7%)
Unknown 3 (1.6%)

EDSS at admission (median, IQR) 2 (1–4)
Number of relapses (median, IQR) 2 (1–4)
Years since onset (median, IQR) 8 (5–13)

Symptoms of onset p-value

Acute blurry vision 77 (39.5%) <0.001
Acute blindness 17 (8.7%) 0.257
Acute paresis 122 (62.6%) 0.167
Acute paralysis 22 (11.3%) 0.021
Acute paresthesia 131 (67,2%) 0.139
Acute hypoesthesia 106 (54.4%) 0.005
Autonomic syndrome 71 (36.4%) <0.001
Nausea 34 (17.4%) 0.656
Vomiting 22 (11.3%) 0.984
Ataxia 107 (54.9%) 0.471
Cranial nerves dysfunction 92 (47.2%) 0.993
Headache 93 (47.7%) 0.659
Lhermitte sign 57 (29.2%) 0.017

SD = Standard Deviation; IQR = Interquartile range.

thesia in functionality (2–4). Thus, this study aims to clarify the associa-
tion between these clinical features and patients’ functional outcomes,
evaluated through the Extended Disability Status Scale (EDSS).

Results
A total of 195 patients were diagnosed with relapsing-remitting (173 pa-
tients, 88.7%) and primary progressive MS (19 patients, 9.7%) and in-
cluded in the final analysis. Three (1.6%) patients had the clinical course
of MS that was still under investigation at admission to the study. A
total of 140 patients were women (71.8%), and the average age was
39.89 ± 11.57 years. Their median EDSS at admission was 2 points (IQR
1–4) (Table 1). General information about the symptoms of the first acute
manifestation of the disease is also described in Table 1.

An univariate analysis was performed using the symptoms of the first
acute manifestation of the disease, as well as demographic information
such as sex and age. From these, five variables showed statistically sig-
nificant correlation with worse EDSS at admission, were they: acute blurry
vision (U = 3204.5; p < 0.001; r = −0.251), acute paralysis (U = 1326.5;
p = 0.021; r = −0.165), acute hypoesthesia (U = 3444.5; p = 0.005;
r = −0.204), autonomic syndrome (U = 2696.5; p < 0.001; r = −0.325),
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Table 2. Multiple linear regression analysis showing the relationship between symptoms at onset and the EDSS. The table includes
unstandardized (B) and standardized (Beta) coefficients, t-statistics, p-values, 95% confidence intervals, and odds ratios (OR) for each predictor

Unstandardized
Coefficients

Standardized
Coefficients

95% Confidence
Interval for B

B
Std.

Error Beta T p-value
Lower
Bound

Upper
Bound

Odds ratio
(OR)

Acute blurry vision 0.891 0.341 0.183 2.614 0.010 0.219 1.563 1.201
Acute hypoesthesia −0.013 0.018 −0.048 −0.706 0.481 −0.049 0.023 0.953
Acute paralysis 0.391 0.545 0.052 0.718 0.474 −0.683 1.465 1.053
Autonomic syndrome 1.088 0.364 0.219 2.991 0.003 0.371 1.806 1.245
Lhermitte sign 0.523 0.364 0.100 1.438 0.152 −0.194 1.240 1.105

Std. = Standard.

and Lhermitte sign (U = 2617.5; p = 0.017; r = −0.181). All variables
showed a small effect size, excluding the autonomic syndrome, which
showed a moderate effect size.

The linear regression model included the five variables that showed
a correlation with the EDSS. The final model was statistically significant
(R2 = 0.117; p < 0.001), although with a low R2, indicating poor model
fit to data. Two variables were shown to be independent predictors of
worse EDSS at admission: acute blurry vision (Beta = 0.183; p = 0.010;
IC95% = 0.219–1.563; OR = 1.201) and autonomic syndrome (Beta =
0.219; p = 0.003; IC95% = 0.371–1.806; OR = 1.245). Therefore, patients
with acute blurry vision or autonomic syndrome at presentation have, re-
spectively, 20% and 24.5% more chance of developing worse functional
status. The test statistics for each variable and the model are described
in Table 2.

Discussion
This study highlights how some symptoms at diagnosis are associated
with worse prognosis based on EDSS, such as acute blurry vision, acute
paralysis, acute hypoesthesia, autonomic syndrome, and Lhermitte sign,
although with a small effect size, except for autonomic syndrome, which
showed a moderate effect size. In multivariate analysis, acute blurry vi-
sion and autonomic syndrome were shown to be independent predictors
of worse prognosis.

As expected, all symptoms at first presentation associated with higher
EDSS are evaluated by the scale, except for the Lhermitte sign. Lhermitte’s
sign typically presents in cervical spine lesions or low brainstem lesions
(5). This could help to explain why this sign might be associated with
worse outcomes while other brainstem signs (such as cranial nerve im-
pairments) are not. A previous study tried to assess the correlation be-
tween Lhermitte’s sign and prognostic factors but bared unfruitful results
(6). However, the main difference between the presenting study and the
previous is the moment when LS was present, which in the latter was in
any moment of disease.

Acute blurry vision at presentation was considered to be an indepen-
dent predictor of worse EDSS in our study. Besides visual acuity being
evaluated in EDSS, blurry vision is a symptom directly related to possible
affection in pathways, such as the optic nerve. Some studies have associ-
ated alterations in the retina and optic nerve, and even acuity, with worse
functionally measured by EDSS (7, 8). This can be explained by the asso-
ciation of these features with central inflammation, which plays a signif-
icant role in the pathophysiology of MS (9). Furthermore, a study showed
that increasing annual rates of atrophy of the inner retinal layers are as-
sociated with worsening ambulation, significantly increasing the EDSS
score (10).

Our study defines autonomic dysfunction as urinary or fecal inconti-
nence/retention. These symptoms are also correlated with spinal symp-
toms, which can also be associated with gait disturbances, pyramidal,
and sensitive symptoms thus resulting in higher EDSS (11–14). Another
important feature while interpreting this finding is that EDSS itself
measures sphincteric dysfunction since it is a great cause of functional

dependence, especially both fecal and urinary incontinence (15). More-
over, urodynamic dysfunction signs are associated with higher EDSS in
previous studies (16–19). Alterations in the anal sphincter were not as-
sociated with differences in EDDS in previous studies (2). However, some
older studies suggest an association of sphincter involvement with unfa-
vorable prognosis (3).

The effects of acute blurry vision and autonomic dysfunction are not
to be taken lightly. They showed 20% and 24.5% increased odds of worse
functional outcomes, respectively. For instance, many clinical variables
such as sex, age at onset, and family history of MS have no significant
effect on functional outcomes. Moreover, known predictors such as the
number of relapses have similar or even lower effect sizes on long-term
disability (4).

Although hypoesthesia and paralysis were associated with worse EDSS
in the univariate analysis, their effects were not significant in the mul-
tivariate analysis. As for hypoesthesia, this may be related to a possible
relationship between hypoesthesia and dynamic postural control (20),
maybe leading patients to subjectively associate hypoesthesia and ataxia.
As ataxia is evaluated in the EDSS, the effect of hypoesthesia in the uni-
variate analysis may be exaggerated by a possible correlation with ataxia.
In a previous study, sensory symptoms did not affect long-term disability
outcomes (4).

As for acute paralysis, the evidence supporting this finding is contro-
versial in the literature (3, 4). We see it as counterintuitive since motor
function is evaluated through the EDSS, and severe motor impairment
has higher punctuation on the scale (15). Therefore, we expected patients
with acute paralysis to have worse functional outcomes. More studies are
needed to confirm or discard this correlation and to help understand why
it may have happened.

In this setting, the findings of our study may potentially help physi-
cians in defining initial disease-modifying therapies (21). For example,
severe motor or cerebellar involvement is considered a criterion of sever-
ity of onset and worse prognosis. Therefore, these clinical features are
taken into account when deciding on the initial therapy or changing to
high-efficacy therapies. In the future, acute blurry vision and sphinc-
teric involvement may further integrate recommendations in stratify-
ing the risk of MS worsening, and for this reason, impact major clinical
decisions.

Our study has some limitations. First, symptoms at onset are suscepti-
ble to memory bias since the patient may recall more severe symptoms
than others. This is particularly important because it may erroneously
overestimate or underestimate the frequency of specific symptoms.
Therefore, the associations found in the study may not correspond per-
fectly to the daily basis clinical practice reality. Second, we only assessed
sphincteric symptoms to characterize an autonomic syndrome. However,
other symptoms related to dysautonomia are also described in MS. Other
essential elements, such as the number of white matter lesions and lo-
cations, are not collected in this study. Also, the scale directly measures
most symptoms that showed significant association with EDSS. For that
reason, other functional status scales could enhance this analysis.
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Despite these limitations, this study contributes significantly to in-
vestigations and understanding of MS progression. The only first acute
manifestations of MS irrespectively correlated to worse functional out-
comes were acute blurry vision and autonomic syndrome. Although some
other symptoms were significantly associated with higher EDSS, such as
acute paralysis, acute hypoesthesia, and Lhermitte sign, they were shown
not to be independent predictors of worse functional outcomes, probably
because of inevitable interactions with factors that had not been taken
into account in the univariate analysis. For that matter, these results may
help better understand the relationship between MS symptomatology
and functionality and, in specific settings, may help the physician estab-
lish the patient’s prognosis.

However, further studies, preferentially prospective cohorts from the
time of diagnosis, are needed to help establish other potential predictors
of worse functional outcomes. Also, following patients since the diagno-
sis and/or the first acute manifestation of the disease may mitigate the
memory bias and potentially allow for objective neurological examination
in this context. Furthermore, other models that better account for con-
founding variables, such as disease progression indicators (number of re-
lapses, neuroimaging features), may provide a more reliable association.
Interventional studies would also help explore possible interventions to
mitigate the effect of these independent predictors of functionality.

Methods
Participants
From January 2019 to May 2022, all patients with confirmed diagnosis
of MS based on the 2017 McDonald criteria were enrolled in a Neuroim-
munology Diseases referenced center (22). Exclusion criteria were as fol-
lows: (1) later diagnosis of another neuroimmunology disease that bet-
ter explained the symptoms; (2) disease relapse within 3 months before
admission to the study; (3) incomplete information about demographic
characteristics and clinical features of the first acute manifestation of MS.

Data Collection
General data included age, sex, disease duration (years since onset), to-
tal number of relapses, and EDSS score. The first acute manifestation of
the disease variables included various symptoms, such as acute blurry vi-
sion, acute blindness, acute paresis, acute paralysis, acute paresthesia,
acute hypoesthesia, autonomic syndrome (defined as acute bladder dys-
function or acute sphincter dysfunction), nausea, vomiting, ataxia, cranial
nerves dysfunction, headache and Lhermitte sign (described as a shock-
ing or tingling sensation that runs through the limbs or trunk during neck
flexion).

The EDSS is the most used scale to quantify disability, clinical progres-
sion, and therapeutic efficacy in MS. It ranges from 0 (normal function
and examination) to 10 (death). Between 1 and 10, the intervals are di-
vided into 0.5 points. Scores bigger than 6 are associated with MS-related
deficits, and the interval between 4 and 6 is highly influenced by deam-
bulation (15).

Statistical Analysis
SPSS 26.0 statistical software (IBM Corp., Armonk, NY, USA) was used for
the statistical analysis. The Kolmogorov–Smirnov and Shapiro–Wilk tests
were used to analyze whether the data were normally distributed. A uni-
variate analysis using the Mann–Whitney U test was performed to assess
the association between clinical and demographic features and worse
functional outcomes. The Mann–Whitney U was used since our study deals
with an ordinal dependent variable, the EDSS, and various dichotomous
symptoms as independent variables. Effect sizes were estimated by the
“r” statistics, derived from the z-value, in which a r below 0.3 is consid-
ered a small effect size, r between 0.3 and 0.5 is of medium effect size,
and above 0.5 is considered a large effect size. A stepwise multiple linear
regression model included statistically significant (p < 0.05) variables in
the Mann–Whitney U test or those with clinical plausibility. Multicollinear-
ity was tested and verified.

The sample size was estimated by the maximum possible number of
independent predictors in the multivariate analysis, considering the vari-
ables used in the univariate analysis. The estimative was of 154 partici-
pants, based on 13 independent possible variables.

Study Approval
This study was approved by the Ethics Committee of the University Hos-
pital Professor Edgard Santos, CAAE: 50819021.1.0000.0049. Informed
consent was obtained from all participants before data collection. Data
confidentiality is ensured by password-protected databases, which are
only accessed by the authors responsible for the statistical analysis.
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