
Introduction
In different studies researcher found verity of history 
of an endemic area in Chikungunya fever. The patients 
complained of fever, polyarthralgia, neutropenia and 
thrombocytopenia. Chikungunya virus is an RNA 
virus, transmitted by the bite of mosquito aedes 
agepteae and albopictus,1,2 Chikungunya virus was first 
isolated in Tanzania. After that it was spread to 
Thailand3. In 2004 there was an outbreak in Kenya. In 
2005 transmission spread to Mozambique and 
Southeast Asia4. Chikungunya infection is presented 
with the symptom of high fever, polyarthralgia, 
maculopapular rash in the trunk and extremities with 
other symptom of headache, myalgia and vomiting5.
Different studies have documented a wide variety of 

epidemiological histories and clinical manifestations 
among patients suffering from Chikungunya fever, 
particularly in relation to exposure in endemic areas. A 
consistent finding across these studies is a history of 
residence in or travel to endemic regions, where 
outbreaks of Chikungunya are closely linked to the 
presence of competent mosquito vectors. Patients 
commonly present with acute onset of high-grade 
fever accompanied by severe polyarthralgia, which is 
often symmetrical and involves both small and large 
joints, significantly impairing daily activities. 
Hematological abnormalities such as neutropenia and 
thrombocytopenia have also been frequently reported, 
reflecting bone marrow suppression and 
immune-mediated mechanisms associated with the 
viral infection.
Chikungunya virus is an enveloped, single-stranded 
RNA virus belonging to the genus Alphavirus of the 
family Togaviridae. The virus is transmitted primarily 
through the bite of infected Aedes mosquitoes, notably 
Aedes aegypti and Aedes albopictus, which are also 

responsible for the transmission of other arboviral 
diseases such as dengue and Zika. The adaptation of 
the virus to Aedes albopictus has been a key factor in 
its rapid geographic expansion, allowing transmission 
in both tropical and subtropical regions.
Historically, Chikungunya virus was first isolated in 
Tanzania in the early 1950s, marking its recognition as 
a distinct viral pathogen. Subsequently, the virus 
spread to several parts of Asia, with Thailand reporting 
cases in the following decades. A major resurgence 
occurred in 2004 with a significant outbreak in Kenya, 
which acted as a catalyst for further dissemination. By 
2005, transmission had extended to Mozambique and 
multiple countries in Southeast Asia, leading to 
widespread epidemics and establishing the virus as a 
major public health concern in these regions.
Clinically, Chikungunya infection is characterized by 
abrupt onset of high fever, often exceeding 39°C, 
followed by debilitating polyarthralgia. A 
maculopapular rash involving the trunk and 
extremities is a common feature and typically appears 
within the first week of illness. Additional symptoms 
such as headache, myalgia, nausea, vomiting, and 
fatigue are frequently reported. While most patients 
recover from the acute febrile phase, joint pain may 
persist for months or even years in a subset of 
individuals, particularly older adults and those with 
comorbidities. These clinical and epidemiological 
features underscore the importance of considering 
Chikungunya fever in patients presenting with acute 
febrile illness and polyarthralgia in endemic and 
outbreak-prone areas.

Case Presentation
A 75 years male patient was admitted into a cabin of 
East West medical college Hospital in September 2025 
with the complain of fever, weakness of the body, pain 
in joints and muscle, he suddenly develops slurring of 
speech and respiratory distress. The fever sub sided 
after taking paracetamol. On query patient complained 
of occasional cough which was not productive but no 
chest pain. There was no bowel or bladder 
abnormality. On general examination, patient was ill 
looking, nonanemic, non-icteric and vital were as such 
pulse 87 beats/min BP-140/90, respiratory rate 16 
breaths/min, temperature 1020F, SPO2 92% on air 
during admission. On systemic examination of the 
nervous system, he was conscious but disoriented with 
slurring of speech, severe muscle and joint pain.  All 
the reflexes of upper and lower limb were intact. 
Co-ordination could not be performed due to decrease 

muscle power and pain. Sensory system was intact. 
His investigation was performed, CBC with ESR, S. 
Creatinine, RBS, HbA1c, SGPT, S. Lipid Profile, S. 
Electrolyte, CRP, ECG, Echo, MRI of Brain, HRCT 
showed pneumonic consolidation, High ESR, High 
CRP, Blood sugar is also high. Other test revealed no 
abnormality. Sputum of the patient was sent for C/S. 
Isolated organism was klebsiella pneumonia which 
was sensitive to antibiotic cefotaxime. The patient was 
started with antibiotic cefotaxime and steroid 
methyldopa immediately. Patient responded well. He 
was discharged with ibuprofen and oral steroid taper 
for joint and muscle pain.

Discussion
This patient showed respiratory that infection with 
pneumonia. Respiratory tract related infection is a risk 
factor for acute cardiovascular disease6. Inflammation 
during active viral infection can increase the risk of 
Ischemic stroke. Through change in blood pressure, 
coagulation, immune response and endothelial 
function7. This patient also showed sever joint and 
muscle pain. Patient also talking incoherently with 
disorientation of place & time. 
Neurological manifestations are now being recognized 
as sequelae of Chikengunya8. Encephalopathy has 
been shown to have various manifestation with 
different severities9. It should be noted that arthralgia 
from chikungunya infection can be similar with 
rheumatoid arthritis and gives diagnostic dilemma. 
American college of rheumatology highlighted 
overlapping clinical features of the two diseases. 
Detection of antibody in this patient was IgM antibody 
by Elisa method. But diagnosis was confirmed done by 
RT-PCR method10.
This case highlights an atypical presentation of 
Klebsiella pneumoniae pneumonia in an elderly 
patient, complicated by acute neurological 
manifestations and severe musculoskeletal symptoms. 
Elderly patients often present with non-specific or 
unusual features of infection due to 
immunosenescence, multiple comorbidities, and 
altered inflammatory responses, which can delay 
diagnosis and treatment. In the present case, fever, 
generalized weakness, myalgia, and arthralgia were the 
initial complaints, followed by sudden onset of 
slurring of speech and respiratory distress, raising 
suspicion of a neurological event such as stroke or 
encephalitis.
Several studies10-12 have reported that community- 
acquired pneumonia in older adults may present with 

atypical symptoms including confusion, disorientation, 
or functional decline rather than classical respiratory 
features like productive cough or pleuritic chest pain. 
Similar to our case, studies from Asia have shown that 
Klebsiella pneumoniae pneumonia can present with 
high-grade fever, systemic inflammatory response, and 
minimal respiratory symptoms in the early phase. The 
presence of hypoxia (SpO₂ 92% on room air) and 
HRCT findings of pneumonic consolidation supported 
the diagnosis despite the absence of productive cough 
or chest pain.
The neurological manifestations observed in this 
patient disorientation and slurred speech with 
preserved reflexes and intact sensory function were 
transient and resolved with appropriate antimicrobial 
and supportive therapy11. MRI of the brain showed no 
structural abnormality, suggesting a metabolic or 
inflammatory encephalopathy rather than an ischemic 
or hemorrhagic stroke. Similar findings have been 
described in previous studies where sepsis-associated 
encephalopathy or infection-related inflammatory 
responses led to acute but reversible neurological 
dysfunction12. In contrast, some studies have reported 
true cerebrovascular events precipitated by severe 
infection due to hypercoagulability and endothelial 
dysfunction, which was not evident in this patient.
Severe muscle and joint pain with reduced muscle 
power but intact reflexes and sensation raised the 
possibility of inflammatory myositis or systemic 
inflammatory response syndrome (SIRS)-related 
myalgia. High ESR and CRP levels supported a 
significant inflammatory state. Comparable cases in 
the literature describe marked myalgia and arthralgia 
in bacterial pneumonia, particularly in elderly and 
diabetic patients, attributed to cytokine-mediated 
muscle inflammation. However, unlike inflammatory 
myopathies reported in some studies where creatine 
kinase levels are markedly elevated and muscle 
weakness persists, our patient showed rapid clinical 
improvement with steroids and antibiotics, indicating a 
reversible inflammatory process.
Hyperglycemia noted in this patient is another 
important consideration11. Stress-induced 
hyperglycemia is commonly reported in severe 
infections and is associated with poorer outcomes. 
Some studies have shown that elderly patients with 
undiagnosed or poorly controlled diabetes are at higher 
risk of severe Klebsiella infections. In this case, 
although blood sugar levels were high, there was no 
evidence of diabetic ketoacidosis or hyperosmolar 
state, and glycemic control improved with treatment of 

the underlying infection.
Microbiological confirmation of Klebsiella 
pneumoniae sensitive to cefotaxime guided targeted 
antibiotic therapy. Several regional studies13-14 reports 
increasing antimicrobial resistance among Klebsiella 
species, including ESBL-producing strains, which 
often require carbapenems. In contrast, the isolate in 
this case was sensitive to cefotaxime, and the patient 
showed good clinical response, highlighting the 
importance of culture and sensitivity testing to avoid 
unnecessary use of broad-spectrum antibiotics.
The use of systemic steroids in this patient contributed 
to rapid improvement of inflammatory symptoms, 
including muscle and joint pain and possibly 
encephalopathic features14. While some studies caution 
against routine steroid use in bacterial pneumonia due 
to potential immunosuppression, others support their 
short-term use in severe inflammatory states or septic 
shock. In this case, careful use of steroids with close 
monitoring resulted in a favorable outcome without 
complications.

Conclusion
In conclusion the Chikungunya fever outbreak was in 
Dhaka, during 2017. Present study shows an outbreak 
with no mortality but the morbidity is higher. Aedes 
mosquito is responsible for the transmission of 
Chikungunya fever in rainy season specially in June to 
August. During this time a good number of Dengue 
positive cases were found. Authority should give 
attention in prevention of aedes mosquito to prevent 
the disease.
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Chikungunya Fever with Arthralgia, Neurological Symptoms and Pneumonia:
A Case Report

Abstract
Presenting a case of Chikungunya viral fever, a 75-year-old male complained of fever, polyarthralgia, and 
no rash. Diagnostic test for CBC shows decreased platelet count and total count of WBC. The antibodies for 
the chikungunya test showed a positive result for the IgM antibody. Diagnosis was confirmed by RT-PCR. 
After treatment patient recovered from the fever. But the patient complained of severe joint and muscle pain 
even after one month. The patient, after a few days, developed neurological symptoms and pneumonia. 
HRCT and MRI of the brain confirmed the diagnosis. Antibiotic along with steroids, were started 
immediately after diagnosis. Patient responded very well with subsidence of fever and feeling of well-being.
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Introduction
In different studies researcher found verity of history 
of an endemic area in Chikungunya fever. The patients 
complained of fever, polyarthralgia, neutropenia and 
thrombocytopenia. Chikungunya virus is an RNA 
virus, transmitted by the bite of mosquito aedes 
agepteae and albopictus,1,2 Chikungunya virus was first 
isolated in Tanzania. After that it was spread to 
Thailand3. In 2004 there was an outbreak in Kenya. In 
2005 transmission spread to Mozambique and 
Southeast Asia4. Chikungunya infection is presented 
with the symptom of high fever, polyarthralgia, 
maculopapular rash in the trunk and extremities with 
other symptom of headache, myalgia and vomiting5.
Different studies have documented a wide variety of 

epidemiological histories and clinical manifestations 
among patients suffering from Chikungunya fever, 
particularly in relation to exposure in endemic areas. A 
consistent finding across these studies is a history of 
residence in or travel to endemic regions, where 
outbreaks of Chikungunya are closely linked to the 
presence of competent mosquito vectors. Patients 
commonly present with acute onset of high-grade 
fever accompanied by severe polyarthralgia, which is 
often symmetrical and involves both small and large 
joints, significantly impairing daily activities. 
Hematological abnormalities such as neutropenia and 
thrombocytopenia have also been frequently reported, 
reflecting bone marrow suppression and 
immune-mediated mechanisms associated with the 
viral infection.
Chikungunya virus is an enveloped, single-stranded 
RNA virus belonging to the genus Alphavirus of the 
family Togaviridae. The virus is transmitted primarily 
through the bite of infected Aedes mosquitoes, notably 
Aedes aegypti and Aedes albopictus, which are also 

responsible for the transmission of other arboviral 
diseases such as dengue and Zika. The adaptation of 
the virus to Aedes albopictus has been a key factor in 
its rapid geographic expansion, allowing transmission 
in both tropical and subtropical regions.
Historically, Chikungunya virus was first isolated in 
Tanzania in the early 1950s, marking its recognition as 
a distinct viral pathogen. Subsequently, the virus 
spread to several parts of Asia, with Thailand reporting 
cases in the following decades. A major resurgence 
occurred in 2004 with a significant outbreak in Kenya, 
which acted as a catalyst for further dissemination. By 
2005, transmission had extended to Mozambique and 
multiple countries in Southeast Asia, leading to 
widespread epidemics and establishing the virus as a 
major public health concern in these regions.
Clinically, Chikungunya infection is characterized by 
abrupt onset of high fever, often exceeding 39°C, 
followed by debilitating polyarthralgia. A 
maculopapular rash involving the trunk and 
extremities is a common feature and typically appears 
within the first week of illness. Additional symptoms 
such as headache, myalgia, nausea, vomiting, and 
fatigue are frequently reported. While most patients 
recover from the acute febrile phase, joint pain may 
persist for months or even years in a subset of 
individuals, particularly older adults and those with 
comorbidities. These clinical and epidemiological 
features underscore the importance of considering 
Chikungunya fever in patients presenting with acute 
febrile illness and polyarthralgia in endemic and 
outbreak-prone areas.

Case Presentation
A 75 years male patient was admitted into a cabin of 
East West medical college Hospital in September 2025 
with the complain of fever, weakness of the body, pain 
in joints and muscle, he suddenly develops slurring of 
speech and respiratory distress. The fever sub sided 
after taking paracetamol. On query patient complained 
of occasional cough which was not productive but no 
chest pain. There was no bowel or bladder 
abnormality. On general examination, patient was ill 
looking, nonanemic, non-icteric and vital were as such 
pulse 87 beats/min BP-140/90, respiratory rate 16 
breaths/min, temperature 1020F, SPO2 92% on air 
during admission. On systemic examination of the 
nervous system, he was conscious but disoriented with 
slurring of speech, severe muscle and joint pain.  All 
the reflexes of upper and lower limb were intact. 
Co-ordination could not be performed due to decrease 

muscle power and pain. Sensory system was intact. 
His investigation was performed, CBC with ESR, S. 
Creatinine, RBS, HbA1c, SGPT, S. Lipid Profile, S. 
Electrolyte, CRP, ECG, Echo, MRI of Brain, HRCT 
showed pneumonic consolidation, High ESR, High 
CRP, Blood sugar is also high. Other test revealed no 
abnormality. Sputum of the patient was sent for C/S. 
Isolated organism was klebsiella pneumonia which 
was sensitive to antibiotic cefotaxime. The patient was 
started with antibiotic cefotaxime and steroid 
methyldopa immediately. Patient responded well. He 
was discharged with ibuprofen and oral steroid taper 
for joint and muscle pain.

Discussion
This patient showed respiratory that infection with 
pneumonia. Respiratory tract related infection is a risk 
factor for acute cardiovascular disease6. Inflammation 
during active viral infection can increase the risk of 
Ischemic stroke. Through change in blood pressure, 
coagulation, immune response and endothelial 
function7. This patient also showed sever joint and 
muscle pain. Patient also talking incoherently with 
disorientation of place & time. 
Neurological manifestations are now being recognized 
as sequelae of Chikengunya8. Encephalopathy has 
been shown to have various manifestation with 
different severities9. It should be noted that arthralgia 
from chikungunya infection can be similar with 
rheumatoid arthritis and gives diagnostic dilemma. 
American college of rheumatology highlighted 
overlapping clinical features of the two diseases. 
Detection of antibody in this patient was IgM antibody 
by Elisa method. But diagnosis was confirmed done by 
RT-PCR method10.
This case highlights an atypical presentation of 
Klebsiella pneumoniae pneumonia in an elderly 
patient, complicated by acute neurological 
manifestations and severe musculoskeletal symptoms. 
Elderly patients often present with non-specific or 
unusual features of infection due to 
immunosenescence, multiple comorbidities, and 
altered inflammatory responses, which can delay 
diagnosis and treatment. In the present case, fever, 
generalized weakness, myalgia, and arthralgia were the 
initial complaints, followed by sudden onset of 
slurring of speech and respiratory distress, raising 
suspicion of a neurological event such as stroke or 
encephalitis.
Several studies10-12 have reported that community- 
acquired pneumonia in older adults may present with 

atypical symptoms including confusion, disorientation, 
or functional decline rather than classical respiratory 
features like productive cough or pleuritic chest pain. 
Similar to our case, studies from Asia have shown that 
Klebsiella pneumoniae pneumonia can present with 
high-grade fever, systemic inflammatory response, and 
minimal respiratory symptoms in the early phase. The 
presence of hypoxia (SpO₂ 92% on room air) and 
HRCT findings of pneumonic consolidation supported 
the diagnosis despite the absence of productive cough 
or chest pain.
The neurological manifestations observed in this 
patient disorientation and slurred speech with 
preserved reflexes and intact sensory function were 
transient and resolved with appropriate antimicrobial 
and supportive therapy11. MRI of the brain showed no 
structural abnormality, suggesting a metabolic or 
inflammatory encephalopathy rather than an ischemic 
or hemorrhagic stroke. Similar findings have been 
described in previous studies where sepsis-associated 
encephalopathy or infection-related inflammatory 
responses led to acute but reversible neurological 
dysfunction12. In contrast, some studies have reported 
true cerebrovascular events precipitated by severe 
infection due to hypercoagulability and endothelial 
dysfunction, which was not evident in this patient.
Severe muscle and joint pain with reduced muscle 
power but intact reflexes and sensation raised the 
possibility of inflammatory myositis or systemic 
inflammatory response syndrome (SIRS)-related 
myalgia. High ESR and CRP levels supported a 
significant inflammatory state. Comparable cases in 
the literature describe marked myalgia and arthralgia 
in bacterial pneumonia, particularly in elderly and 
diabetic patients, attributed to cytokine-mediated 
muscle inflammation. However, unlike inflammatory 
myopathies reported in some studies where creatine 
kinase levels are markedly elevated and muscle 
weakness persists, our patient showed rapid clinical 
improvement with steroids and antibiotics, indicating a 
reversible inflammatory process.
Hyperglycemia noted in this patient is another 
important consideration11. Stress-induced 
hyperglycemia is commonly reported in severe 
infections and is associated with poorer outcomes. 
Some studies have shown that elderly patients with 
undiagnosed or poorly controlled diabetes are at higher 
risk of severe Klebsiella infections. In this case, 
although blood sugar levels were high, there was no 
evidence of diabetic ketoacidosis or hyperosmolar 
state, and glycemic control improved with treatment of 

the underlying infection.
Microbiological confirmation of Klebsiella 
pneumoniae sensitive to cefotaxime guided targeted 
antibiotic therapy. Several regional studies13-14 reports 
increasing antimicrobial resistance among Klebsiella 
species, including ESBL-producing strains, which 
often require carbapenems. In contrast, the isolate in 
this case was sensitive to cefotaxime, and the patient 
showed good clinical response, highlighting the 
importance of culture and sensitivity testing to avoid 
unnecessary use of broad-spectrum antibiotics.
The use of systemic steroids in this patient contributed 
to rapid improvement of inflammatory symptoms, 
including muscle and joint pain and possibly 
encephalopathic features14. While some studies caution 
against routine steroid use in bacterial pneumonia due 
to potential immunosuppression, others support their 
short-term use in severe inflammatory states or septic 
shock. In this case, careful use of steroids with close 
monitoring resulted in a favorable outcome without 
complications.

Conclusion
In conclusion the Chikungunya fever outbreak was in 
Dhaka, during 2017. Present study shows an outbreak 
with no mortality but the morbidity is higher. Aedes 
mosquito is responsible for the transmission of 
Chikungunya fever in rainy season specially in June to 
August. During this time a good number of Dengue 
positive cases were found. Authority should give 
attention in prevention of aedes mosquito to prevent 
the disease.

Acknowledgements
None

Conflict of Interest
The authors have no conflicts of interest to disclose.

Financial Disclosure 
Not Applicable

Authors’ contributions
Chowdhury MZU, Zafrin CA, Johora FT was involved in 
conceptualization, design the work, acquisition, analysis, interpretation 
of data; Chowdhury MZU, Khatun S Writing – review & editing, 
original draft; Khatun S, Munny NN, Karim F, Ahamed M have drafted 
the work or substantively revised it. Chowdhury MZU took part in 
conceptualization, design the work, acquisition of data. 
All authors accepted and approved the final version of the manuscript.

Data Availability 
Any inquiries regarding supporting data availability of this study should 
be directed to the corresponding author and are available from the 
corresponding author on reasonable request.

Ethics Approval and Consent to Participate 
Not Applicable

Copyright: © Chowdhury et al. 2025. Published by Bangladesh Journal 
of Medical Microbiology. This is an open-access article and is licensed 
under the Creative Commons Attribution Non-Commercial 4.0 
International License (CC BY-NC 4.0). This license permits others to 
distribute, remix, adapt and reproduce or change in any medium or 
format as long as it will give appropriate credit to the original author(s) 
with the proper citation of the original work as well as the source and 
this is used for noncommercial purposes only. To view a copy of this 
license, please See: https://creativecommons.org/licenses/by-nc/4.0/

How to cite this article: Chowdhury MZU, Zafrin CA, Johora FT, 
Khatun S, Munny NN, Karim F, Ahamed M. Chikungunya Fever with 
Arthralgia, Neurological Symptoms and Pneumonia: A Case Report. 
Bangladesh J Med Microbiol, 2025;19(2):154-157
ORCID
Md. Zaforullah Chowdhury: https://orcid.org/0000-0002-9877-0913 
Chowdhury Aruba Zafrin: https://orcid.org/0009-0008-4858-3563
Fatima Tuj Johora: https://orcid.org/0000-0002-9739-7571 
Sumaiya Khatun: https://orcid.org/0000-0001-5193-4493 
Nazmun Nahar Munny: https://orcid.org/0000-0001-6595-7872 
Fayeza Karim: https://orcid.org/0009-0008-8522-6872 
Mahmuda Ahmed: https://orcid.org/0009-0002-4846-7796

Article Info
Received: 7 April 2025 
Accepted: 24 May 2025
Published: 1 July 2025

References
1. Weaver SC, Lecuit M. Chikungunya virus and the global spread of 
a mosquito-borne disease. New England Journal of Medicine. 
2015;372(13):1231-9. 
2. Hamer DH, Chen LH. Chikungunya: establishing a new home in 
the Western Hemisphere. Ann Intern Med. 2014;161:827-828
3. Morrison TE. Reemergence of chikungunya virus. Journal of 
virology. 2014;88(20):11644-7

4. Stamm LV. Chikungunya: emerging threat to the United States. 
JAMA dermatology. 2015;151(3):257-8.
5. Staples JE, Fischer M. Chikungunya virus in the Americas-what 
a vector borne pathogen can do. New England Journal of Medicine. 
2014;371(10):887-9
6. Mowatt L, Jackson ST. Chikungunya in the Caribbean: an 
epidemic in the making. Infect Dis Ther. 2014:3:63-68. 
7. Centers for Disease Control and Prevention. Chikungunya virus: 
geographical distribution. Available at: http://www.cdc,gov/chikun-
gunya/geo/index.html. Access 16 June 2015.
8. Centers for Disease Control and Prevention. Chikungunya virus: 
2014 provisional data for the United States. Available at: http://ww-
w.cdc.gov/chikungunya/geo/united-states-2014.html 
9. Villar-Fincheira, P. et al. (2021) ‘Role of interleukin-6 in vascular 
health and disease’, Frontiers in Molecular Biosciences. 8
10. Centers of Disease control and Prevention. Chikungunya: 
information for vector control programs. Available at. http//:ww-
w.cdc.chikungunya/pdfs/chikv vector control.pdf. Accessed 16 June 
2015.
11. Mahto SK, Gupta PK, Singh A, Meena RC. Atypical neurologi-
cal manifestations of chikungunya fever: two case reports. Indian 
Journal of Critical Care Medicine: Peer-reviewed, Official 
Publication of Indian Society of Critical Care Medicine. 
2018;22(4):306.
12. Goupil BA, Mores CN. A review of chikungunya virus-induced 
arthralgia: clinical manifestations, therapeutics, and pathogenesis. 
The open rheumatology journal. 2016;10:129.
13. Cerny T, Schwarz M, Schwarz U, Lemant J, Gérardin P, Keller 
E. The range of neurological complications in chikungunya fever. 
Neurocritical care. 2017;27(3):447-57
14. Lopes G, Botelho D, Souza G, Braune C, Breder R, Pupe C, 
Pinheiro T, Fillipis AM. Chikungunya Virus Meningoencephalitis: 
A Case Report (4362). Neurology. 2020;94(15_supplement): 4362.

Chikungunya Fever with Arthralgia: A Case Report Chowdhury et al

155Bangladesh J Med Microbiol July 2025, Volume 19, Number 2

 



Introduction
In different studies researcher found verity of history 
of an endemic area in Chikungunya fever. The patients 
complained of fever, polyarthralgia, neutropenia and 
thrombocytopenia. Chikungunya virus is an RNA 
virus, transmitted by the bite of mosquito aedes 
agepteae and albopictus,1,2 Chikungunya virus was first 
isolated in Tanzania. After that it was spread to 
Thailand3. In 2004 there was an outbreak in Kenya. In 
2005 transmission spread to Mozambique and 
Southeast Asia4. Chikungunya infection is presented 
with the symptom of high fever, polyarthralgia, 
maculopapular rash in the trunk and extremities with 
other symptom of headache, myalgia and vomiting5.
Different studies have documented a wide variety of 

epidemiological histories and clinical manifestations 
among patients suffering from Chikungunya fever, 
particularly in relation to exposure in endemic areas. A 
consistent finding across these studies is a history of 
residence in or travel to endemic regions, where 
outbreaks of Chikungunya are closely linked to the 
presence of competent mosquito vectors. Patients 
commonly present with acute onset of high-grade 
fever accompanied by severe polyarthralgia, which is 
often symmetrical and involves both small and large 
joints, significantly impairing daily activities. 
Hematological abnormalities such as neutropenia and 
thrombocytopenia have also been frequently reported, 
reflecting bone marrow suppression and 
immune-mediated mechanisms associated with the 
viral infection.
Chikungunya virus is an enveloped, single-stranded 
RNA virus belonging to the genus Alphavirus of the 
family Togaviridae. The virus is transmitted primarily 
through the bite of infected Aedes mosquitoes, notably 
Aedes aegypti and Aedes albopictus, which are also 

responsible for the transmission of other arboviral 
diseases such as dengue and Zika. The adaptation of 
the virus to Aedes albopictus has been a key factor in 
its rapid geographic expansion, allowing transmission 
in both tropical and subtropical regions.
Historically, Chikungunya virus was first isolated in 
Tanzania in the early 1950s, marking its recognition as 
a distinct viral pathogen. Subsequently, the virus 
spread to several parts of Asia, with Thailand reporting 
cases in the following decades. A major resurgence 
occurred in 2004 with a significant outbreak in Kenya, 
which acted as a catalyst for further dissemination. By 
2005, transmission had extended to Mozambique and 
multiple countries in Southeast Asia, leading to 
widespread epidemics and establishing the virus as a 
major public health concern in these regions.
Clinically, Chikungunya infection is characterized by 
abrupt onset of high fever, often exceeding 39°C, 
followed by debilitating polyarthralgia. A 
maculopapular rash involving the trunk and 
extremities is a common feature and typically appears 
within the first week of illness. Additional symptoms 
such as headache, myalgia, nausea, vomiting, and 
fatigue are frequently reported. While most patients 
recover from the acute febrile phase, joint pain may 
persist for months or even years in a subset of 
individuals, particularly older adults and those with 
comorbidities. These clinical and epidemiological 
features underscore the importance of considering 
Chikungunya fever in patients presenting with acute 
febrile illness and polyarthralgia in endemic and 
outbreak-prone areas.

Case Presentation
A 75 years male patient was admitted into a cabin of 
East West medical college Hospital in September 2025 
with the complain of fever, weakness of the body, pain 
in joints and muscle, he suddenly develops slurring of 
speech and respiratory distress. The fever sub sided 
after taking paracetamol. On query patient complained 
of occasional cough which was not productive but no 
chest pain. There was no bowel or bladder 
abnormality. On general examination, patient was ill 
looking, nonanemic, non-icteric and vital were as such 
pulse 87 beats/min BP-140/90, respiratory rate 16 
breaths/min, temperature 1020F, SPO2 92% on air 
during admission. On systemic examination of the 
nervous system, he was conscious but disoriented with 
slurring of speech, severe muscle and joint pain.  All 
the reflexes of upper and lower limb were intact. 
Co-ordination could not be performed due to decrease 

muscle power and pain. Sensory system was intact. 
His investigation was performed, CBC with ESR, S. 
Creatinine, RBS, HbA1c, SGPT, S. Lipid Profile, S. 
Electrolyte, CRP, ECG, Echo, MRI of Brain, HRCT 
showed pneumonic consolidation, High ESR, High 
CRP, Blood sugar is also high. Other test revealed no 
abnormality. Sputum of the patient was sent for C/S. 
Isolated organism was klebsiella pneumonia which 
was sensitive to antibiotic cefotaxime. The patient was 
started with antibiotic cefotaxime and steroid 
methyldopa immediately. Patient responded well. He 
was discharged with ibuprofen and oral steroid taper 
for joint and muscle pain.

Discussion
This patient showed respiratory that infection with 
pneumonia. Respiratory tract related infection is a risk 
factor for acute cardiovascular disease6. Inflammation 
during active viral infection can increase the risk of 
Ischemic stroke. Through change in blood pressure, 
coagulation, immune response and endothelial 
function7. This patient also showed sever joint and 
muscle pain. Patient also talking incoherently with 
disorientation of place & time. 
Neurological manifestations are now being recognized 
as sequelae of Chikengunya8. Encephalopathy has 
been shown to have various manifestation with 
different severities9. It should be noted that arthralgia 
from chikungunya infection can be similar with 
rheumatoid arthritis and gives diagnostic dilemma. 
American college of rheumatology highlighted 
overlapping clinical features of the two diseases. 
Detection of antibody in this patient was IgM antibody 
by Elisa method. But diagnosis was confirmed done by 
RT-PCR method10.
This case highlights an atypical presentation of 
Klebsiella pneumoniae pneumonia in an elderly 
patient, complicated by acute neurological 
manifestations and severe musculoskeletal symptoms. 
Elderly patients often present with non-specific or 
unusual features of infection due to 
immunosenescence, multiple comorbidities, and 
altered inflammatory responses, which can delay 
diagnosis and treatment. In the present case, fever, 
generalized weakness, myalgia, and arthralgia were the 
initial complaints, followed by sudden onset of 
slurring of speech and respiratory distress, raising 
suspicion of a neurological event such as stroke or 
encephalitis.
Several studies10-12 have reported that community- 
acquired pneumonia in older adults may present with 

atypical symptoms including confusion, disorientation, 
or functional decline rather than classical respiratory 
features like productive cough or pleuritic chest pain. 
Similar to our case, studies from Asia have shown that 
Klebsiella pneumoniae pneumonia can present with 
high-grade fever, systemic inflammatory response, and 
minimal respiratory symptoms in the early phase. The 
presence of hypoxia (SpO₂ 92% on room air) and 
HRCT findings of pneumonic consolidation supported 
the diagnosis despite the absence of productive cough 
or chest pain.
The neurological manifestations observed in this 
patient disorientation and slurred speech with 
preserved reflexes and intact sensory function were 
transient and resolved with appropriate antimicrobial 
and supportive therapy11. MRI of the brain showed no 
structural abnormality, suggesting a metabolic or 
inflammatory encephalopathy rather than an ischemic 
or hemorrhagic stroke. Similar findings have been 
described in previous studies where sepsis-associated 
encephalopathy or infection-related inflammatory 
responses led to acute but reversible neurological 
dysfunction12. In contrast, some studies have reported 
true cerebrovascular events precipitated by severe 
infection due to hypercoagulability and endothelial 
dysfunction, which was not evident in this patient.
Severe muscle and joint pain with reduced muscle 
power but intact reflexes and sensation raised the 
possibility of inflammatory myositis or systemic 
inflammatory response syndrome (SIRS)-related 
myalgia. High ESR and CRP levels supported a 
significant inflammatory state. Comparable cases in 
the literature describe marked myalgia and arthralgia 
in bacterial pneumonia, particularly in elderly and 
diabetic patients, attributed to cytokine-mediated 
muscle inflammation. However, unlike inflammatory 
myopathies reported in some studies where creatine 
kinase levels are markedly elevated and muscle 
weakness persists, our patient showed rapid clinical 
improvement with steroids and antibiotics, indicating a 
reversible inflammatory process.
Hyperglycemia noted in this patient is another 
important consideration11. Stress-induced 
hyperglycemia is commonly reported in severe 
infections and is associated with poorer outcomes. 
Some studies have shown that elderly patients with 
undiagnosed or poorly controlled diabetes are at higher 
risk of severe Klebsiella infections. In this case, 
although blood sugar levels were high, there was no 
evidence of diabetic ketoacidosis or hyperosmolar 
state, and glycemic control improved with treatment of 

the underlying infection.
Microbiological confirmation of Klebsiella 
pneumoniae sensitive to cefotaxime guided targeted 
antibiotic therapy. Several regional studies13-14 reports 
increasing antimicrobial resistance among Klebsiella 
species, including ESBL-producing strains, which 
often require carbapenems. In contrast, the isolate in 
this case was sensitive to cefotaxime, and the patient 
showed good clinical response, highlighting the 
importance of culture and sensitivity testing to avoid 
unnecessary use of broad-spectrum antibiotics.
The use of systemic steroids in this patient contributed 
to rapid improvement of inflammatory symptoms, 
including muscle and joint pain and possibly 
encephalopathic features14. While some studies caution 
against routine steroid use in bacterial pneumonia due 
to potential immunosuppression, others support their 
short-term use in severe inflammatory states or septic 
shock. In this case, careful use of steroids with close 
monitoring resulted in a favorable outcome without 
complications.

Conclusion
In conclusion the Chikungunya fever outbreak was in 
Dhaka, during 2017. Present study shows an outbreak 
with no mortality but the morbidity is higher. Aedes 
mosquito is responsible for the transmission of 
Chikungunya fever in rainy season specially in June to 
August. During this time a good number of Dengue 
positive cases were found. Authority should give 
attention in prevention of aedes mosquito to prevent 
the disease.
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Introduction
In different studies researcher found verity of history 
of an endemic area in Chikungunya fever. The patients 
complained of fever, polyarthralgia, neutropenia and 
thrombocytopenia. Chikungunya virus is an RNA 
virus, transmitted by the bite of mosquito aedes 
agepteae and albopictus,1,2 Chikungunya virus was first 
isolated in Tanzania. After that it was spread to 
Thailand3. In 2004 there was an outbreak in Kenya. In 
2005 transmission spread to Mozambique and 
Southeast Asia4. Chikungunya infection is presented 
with the symptom of high fever, polyarthralgia, 
maculopapular rash in the trunk and extremities with 
other symptom of headache, myalgia and vomiting5.
Different studies have documented a wide variety of 

epidemiological histories and clinical manifestations 
among patients suffering from Chikungunya fever, 
particularly in relation to exposure in endemic areas. A 
consistent finding across these studies is a history of 
residence in or travel to endemic regions, where 
outbreaks of Chikungunya are closely linked to the 
presence of competent mosquito vectors. Patients 
commonly present with acute onset of high-grade 
fever accompanied by severe polyarthralgia, which is 
often symmetrical and involves both small and large 
joints, significantly impairing daily activities. 
Hematological abnormalities such as neutropenia and 
thrombocytopenia have also been frequently reported, 
reflecting bone marrow suppression and 
immune-mediated mechanisms associated with the 
viral infection.
Chikungunya virus is an enveloped, single-stranded 
RNA virus belonging to the genus Alphavirus of the 
family Togaviridae. The virus is transmitted primarily 
through the bite of infected Aedes mosquitoes, notably 
Aedes aegypti and Aedes albopictus, which are also 

responsible for the transmission of other arboviral 
diseases such as dengue and Zika. The adaptation of 
the virus to Aedes albopictus has been a key factor in 
its rapid geographic expansion, allowing transmission 
in both tropical and subtropical regions.
Historically, Chikungunya virus was first isolated in 
Tanzania in the early 1950s, marking its recognition as 
a distinct viral pathogen. Subsequently, the virus 
spread to several parts of Asia, with Thailand reporting 
cases in the following decades. A major resurgence 
occurred in 2004 with a significant outbreak in Kenya, 
which acted as a catalyst for further dissemination. By 
2005, transmission had extended to Mozambique and 
multiple countries in Southeast Asia, leading to 
widespread epidemics and establishing the virus as a 
major public health concern in these regions.
Clinically, Chikungunya infection is characterized by 
abrupt onset of high fever, often exceeding 39°C, 
followed by debilitating polyarthralgia. A 
maculopapular rash involving the trunk and 
extremities is a common feature and typically appears 
within the first week of illness. Additional symptoms 
such as headache, myalgia, nausea, vomiting, and 
fatigue are frequently reported. While most patients 
recover from the acute febrile phase, joint pain may 
persist for months or even years in a subset of 
individuals, particularly older adults and those with 
comorbidities. These clinical and epidemiological 
features underscore the importance of considering 
Chikungunya fever in patients presenting with acute 
febrile illness and polyarthralgia in endemic and 
outbreak-prone areas.

Case Presentation
A 75 years male patient was admitted into a cabin of 
East West medical college Hospital in September 2025 
with the complain of fever, weakness of the body, pain 
in joints and muscle, he suddenly develops slurring of 
speech and respiratory distress. The fever sub sided 
after taking paracetamol. On query patient complained 
of occasional cough which was not productive but no 
chest pain. There was no bowel or bladder 
abnormality. On general examination, patient was ill 
looking, nonanemic, non-icteric and vital were as such 
pulse 87 beats/min BP-140/90, respiratory rate 16 
breaths/min, temperature 1020F, SPO2 92% on air 
during admission. On systemic examination of the 
nervous system, he was conscious but disoriented with 
slurring of speech, severe muscle and joint pain.  All 
the reflexes of upper and lower limb were intact. 
Co-ordination could not be performed due to decrease 

muscle power and pain. Sensory system was intact. 
His investigation was performed, CBC with ESR, S. 
Creatinine, RBS, HbA1c, SGPT, S. Lipid Profile, S. 
Electrolyte, CRP, ECG, Echo, MRI of Brain, HRCT 
showed pneumonic consolidation, High ESR, High 
CRP, Blood sugar is also high. Other test revealed no 
abnormality. Sputum of the patient was sent for C/S. 
Isolated organism was klebsiella pneumonia which 
was sensitive to antibiotic cefotaxime. The patient was 
started with antibiotic cefotaxime and steroid 
methyldopa immediately. Patient responded well. He 
was discharged with ibuprofen and oral steroid taper 
for joint and muscle pain.

Discussion
This patient showed respiratory that infection with 
pneumonia. Respiratory tract related infection is a risk 
factor for acute cardiovascular disease6. Inflammation 
during active viral infection can increase the risk of 
Ischemic stroke. Through change in blood pressure, 
coagulation, immune response and endothelial 
function7. This patient also showed sever joint and 
muscle pain. Patient also talking incoherently with 
disorientation of place & time. 
Neurological manifestations are now being recognized 
as sequelae of Chikengunya8. Encephalopathy has 
been shown to have various manifestation with 
different severities9. It should be noted that arthralgia 
from chikungunya infection can be similar with 
rheumatoid arthritis and gives diagnostic dilemma. 
American college of rheumatology highlighted 
overlapping clinical features of the two diseases. 
Detection of antibody in this patient was IgM antibody 
by Elisa method. But diagnosis was confirmed done by 
RT-PCR method10.
This case highlights an atypical presentation of 
Klebsiella pneumoniae pneumonia in an elderly 
patient, complicated by acute neurological 
manifestations and severe musculoskeletal symptoms. 
Elderly patients often present with non-specific or 
unusual features of infection due to 
immunosenescence, multiple comorbidities, and 
altered inflammatory responses, which can delay 
diagnosis and treatment. In the present case, fever, 
generalized weakness, myalgia, and arthralgia were the 
initial complaints, followed by sudden onset of 
slurring of speech and respiratory distress, raising 
suspicion of a neurological event such as stroke or 
encephalitis.
Several studies10-12 have reported that community- 
acquired pneumonia in older adults may present with 

atypical symptoms including confusion, disorientation, 
or functional decline rather than classical respiratory 
features like productive cough or pleuritic chest pain. 
Similar to our case, studies from Asia have shown that 
Klebsiella pneumoniae pneumonia can present with 
high-grade fever, systemic inflammatory response, and 
minimal respiratory symptoms in the early phase. The 
presence of hypoxia (SpO₂ 92% on room air) and 
HRCT findings of pneumonic consolidation supported 
the diagnosis despite the absence of productive cough 
or chest pain.
The neurological manifestations observed in this 
patient disorientation and slurred speech with 
preserved reflexes and intact sensory function were 
transient and resolved with appropriate antimicrobial 
and supportive therapy11. MRI of the brain showed no 
structural abnormality, suggesting a metabolic or 
inflammatory encephalopathy rather than an ischemic 
or hemorrhagic stroke. Similar findings have been 
described in previous studies where sepsis-associated 
encephalopathy or infection-related inflammatory 
responses led to acute but reversible neurological 
dysfunction12. In contrast, some studies have reported 
true cerebrovascular events precipitated by severe 
infection due to hypercoagulability and endothelial 
dysfunction, which was not evident in this patient.
Severe muscle and joint pain with reduced muscle 
power but intact reflexes and sensation raised the 
possibility of inflammatory myositis or systemic 
inflammatory response syndrome (SIRS)-related 
myalgia. High ESR and CRP levels supported a 
significant inflammatory state. Comparable cases in 
the literature describe marked myalgia and arthralgia 
in bacterial pneumonia, particularly in elderly and 
diabetic patients, attributed to cytokine-mediated 
muscle inflammation. However, unlike inflammatory 
myopathies reported in some studies where creatine 
kinase levels are markedly elevated and muscle 
weakness persists, our patient showed rapid clinical 
improvement with steroids and antibiotics, indicating a 
reversible inflammatory process.
Hyperglycemia noted in this patient is another 
important consideration11. Stress-induced 
hyperglycemia is commonly reported in severe 
infections and is associated with poorer outcomes. 
Some studies have shown that elderly patients with 
undiagnosed or poorly controlled diabetes are at higher 
risk of severe Klebsiella infections. In this case, 
although blood sugar levels were high, there was no 
evidence of diabetic ketoacidosis or hyperosmolar 
state, and glycemic control improved with treatment of 

the underlying infection.
Microbiological confirmation of Klebsiella 
pneumoniae sensitive to cefotaxime guided targeted 
antibiotic therapy. Several regional studies13-14 reports 
increasing antimicrobial resistance among Klebsiella 
species, including ESBL-producing strains, which 
often require carbapenems. In contrast, the isolate in 
this case was sensitive to cefotaxime, and the patient 
showed good clinical response, highlighting the 
importance of culture and sensitivity testing to avoid 
unnecessary use of broad-spectrum antibiotics.
The use of systemic steroids in this patient contributed 
to rapid improvement of inflammatory symptoms, 
including muscle and joint pain and possibly 
encephalopathic features14. While some studies caution 
against routine steroid use in bacterial pneumonia due 
to potential immunosuppression, others support their 
short-term use in severe inflammatory states or septic 
shock. In this case, careful use of steroids with close 
monitoring resulted in a favorable outcome without 
complications.

Conclusion
In conclusion the Chikungunya fever outbreak was in 
Dhaka, during 2017. Present study shows an outbreak 
with no mortality but the morbidity is higher. Aedes 
mosquito is responsible for the transmission of 
Chikungunya fever in rainy season specially in June to 
August. During this time a good number of Dengue 
positive cases were found. Authority should give 
attention in prevention of aedes mosquito to prevent 
the disease.
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