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Epidemiology and Etiology 

 
- Multiple sclerosis is the most common untreatable neurological 

disease that causes disability among young adults. It is defined as an 

inflammatory demyelinating disease, which affects different parts of the 

central nervous system through the destruction of myelin sheath (which 

is a fatty material that insulate nerves and allowing the nerve to transmit 

its impulses rapidly). Resulting in an inflammatory response that 

produces any number of symptoms including: blurred vision, staggering 

gait, numbness, dizziness, tremors, slurred speech, bowel and bladder 

problems, sexual impotence in men and paralysis, (O’Connor P. et al 

1994). 

 

- Multiple sclerosis has a very specific geographic distribution around 

the world. As a significantly higher incidence of the disease is observed 

in the northern latitudes of the Northern Hemisphere as compared to the 

southern latitudes. While in the Southern Hemisphere this gradient is 

reversed, (meaning that there is an increased rate of multiple sclerosis as 

we get away from the equator). However, there are a few notable 

exceptions to this previous general pattern of distribution. Found in 

Japan where surveys have shown multiple sclerosis uncommon and in 

Israel where it is found common, regardless to the location of both 

countries from the equator. (Kurtzke J.F. 1995) 

 

- Therefore, the world is divided into three large clusters: 

- Low incidence areas: including Arabia, Tropical countries and 

Asia. 
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- Medium incidence areas: including southern regions of the U.S.A. 

- High incidence areas: including northern U.S.A, northern 

European countries and Australia. 

(Adams R.D. et al 1997). 

 

 

Fig. (1) Geographic distribution of multiple sclerosis worldwide 

Coated from (Fox C.M.Adams R.D. et al 2004). 

 

 

Prevalence and Incidence: 

- Compston D.A. et al (1993) calculated the prevalence of multiple 

sclerosis worldwide to be from 10 to 200 cases per 100,000 Populations. 

They assured that multiple sclerosis had a prevalence of less than 1 per 

100.000 in equatorial Africa, from 6 to 20 per 100.000 in the southern 

United States and southern Europe and from 30 to 150 in Canada and 

northern U.S.A. 

 

- Lauer K. et al (1994) estimated the prevalence of multiple sclerosis in 

the United Kingdom to be from 90 to 150 per 100.000 populations, 

compared to that of Finland, which reached up to 200 per 100.000 

populations. 


