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Abstract: 

Dengue encephalitis is a rare manifestation of dengue fever. Headache disorientation and or

seizure gives the clinical suspicion of encephalitis in the case of dengue. Hemorrhagic encephalitis

has been reported very scarce. Here we reported a case of hemorrhagic encephalitis who presented

with fever, severe headache, and disorientation. MRI of the brain revealed early subacute in

both temporal and frontal lobes.
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Introduction:

In Bangladesh, Dengue was first documented
in 1964.1 The outbreak of dengue fever has

become a regular phenomenon since 2000.2,3

It is a flavi viral disease caused by DEN 1, DEN,

2DEN 3, and DEN 44,5 and transmitted

with Aedes aegypti and Aedes albopictus. The
outbreak in 2021 started from September 2021,

predominantly with the DEN3 serotype.6 It

confirms the recent post-monsoon epidemiologic
shift of the virus outbreak (September–

December).7

The first neurologic manifestation of dengue
fever as encephalopathy was reported in 1976.8

Now the estimated neurologic manifestation

ranged from 0.5 to 20%.9 Dengue virus can be
directly neurovirulent, and the DENV-2 and

DENV-3 serotypes are mostly related to

neurological complications.9 The current
literature classifies the dengue neurologic

complications according to its pathophysiology

and sites of involvement. The subtypes are-a.
Dengue virus encephalopathy b. Dengue virus

encephalitis, c. Immune-mediated syndromes

(acute disseminated encephalomyelitis, myelitis,

Guillain–Barré syndrome, neuritis brachialis,

acute cerebellitis, and others) d. Neuromuscular

complications (hypokalemic paralysis, transient

benign muscle dysfunction, and myositis), e.

dengue-associated stroke.10 Dengue

encephalitis is a rare complication11 that mainly

involves the basal ganglia, hippocampus, and

thalamus.12 Dengue hemorrhagic encephalitis

reported in the literature is scarce. Here we have

reported confirmed dengue with multiple

hemorrhages in the different regions of the

cerebral hemisphere.

Case report:

A 50 years old lady was admitted to a public

hospital with a history of fever and headache

for three days. Her fever was high grade,

remittent with no chills and rigor. The headache

was persistent, global, throbbing in nature,

unremitting by any means, and exaggerated on

movements.  There was a generalized body ache

without any arthralgia or joint swelling. She

had several episodes of vomiting, had persistent

nausea, and severe anorexia. There were no

dysuria and bowel disturbances. She had no



history of unconsciousness or disorientation

and convulsion. On examination, the patient

was toxic, fully conscious. Her pulse rate was
88 per minute and regular, and her initial blood

pressure was 110/80 mm of mercury. The
respiratory rate was 20 per minute, and the
temperature was 103 Fahrenheit. There was no
organomegaly and abdominal tenderness. The
Respiratory and cardiovascular system
examinations were within normal. She was fully
conscious, had no dysarthria. There was no
cranial nerve palsy and no focal weakness.
There was positive neck rigidity but absent other
signs of meningeal irritation. We immediately
sent the CBC and dengue NSI antigen test. It
revealed thrombocytopenia and positive NSI
antigen. The patient was doing well with the
conservative treatment, and the platelet was
increasing from the second day of admission.

But she developed confusion and disorientation
at her day five of illness (second day of
admission). She was conscious but responded
delayed with a conversation, but there was no
convulsion. We advised an MRI of the brain,
and it revealed multiple acute hemorrhages in
both frontal and left temporal lobes of the brain.
There were hyperintensities in the left parietal
lobe. Her platelet count reached to normal level
at her 6th day of admission (9th day of her
illness), and she maintained her blood pressure
with conservative treatments. The patient’s
drowsiness improved on her day nine of
admission and, we discharged the patient in
an afebrile state with a slow conversation and
platelet count of 1, 74000 cell/mm3. After seven
days of her discharge, her confused state
recovered. At one month of post-discharge
follow-up, she recovered completely.

Investigations:

Table I

Biochemical investigations of the patient

Trait 1st day 2nd day 3rd day 4th day 5th day 6th day

of of of of of of

admission admission admission admission  admission admission

Hemoglobin g/dl 12.5 12.5 12.5 12.5 11.6 11.7

Total leucocyte count 6300 6700 6300 6700 6300 4700

cell/mm3

Neutrophil (%) 55 61 55 61 58 57

Lymphocyte (%) 34 29 55 61 58 57

Total platelet count 71000 82000 1050000 125000 120000 174000

cells/mm3

Hematocrit (%) 36.3 38 36.3 38 34.8 35

S creatinine mg/dl 1.1

SGPT (unit/L) 75

APTT (seconds) 36

PT (seconds) 13

Sodium (mmol/L) 143 140

Potassium (mmol/L) 3.9 3.7
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Fig.-1: Image of the brain of the patient. (a) Ct head hemorrhage in the right and left frontal lobe (b)

CT head hemorrhage in the left temporal region (c,d) MIR of the brain, GRE sequence hypointense

lesion in both frontotemporal region (e) FLAIR sequence hyperintense lesion in the both frontotemporal

region (f) T2 sequence, hyperintense lesion in the right frontal lobe (g.h) T1 sequence hyperintense

lesion in both frontotemporal region
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Discussion:

In this case report, we reported a rare
presentation of dengue fever as dengue
hemorrhagic encephalitis. According to the
Bangladesh guideline for the management of
dengue fever, we considered the patient as
expanded dengue fever.13 Our patient was a
middle-aged female. She did not have any prior
dengue infection. Her blood pressure and
platelet counts were not the reason for her
admission to the hospital. She got admitted due
to her severe unremitting headache. We found
signs of meningeal irritation at presentation.
We considered aseptic meningitis for this
relentless severe headache. Dengue is a rare
cause of meningitis, and 4% of dengue may have
meningitis.14 In our patient, she was tested
positive for dengue NS1 antigen on her day 3rd
day of fever. It is highly sensitive and specific
for dengue infection at day-3 of fever. So, we
considered dengue as the reason behind
meningism. Her platelet count was 70000 and
had the potential to go down. So, we did not go
for CSF analysis. We decided to treat the patient
conservatively. But the next day patient
developed disorientation. We did tests to exclude
the metabolic reason, which is the most
common cause of disorientation in the case of
dengue.17 But all the relevant investigation was
within normal. So, to exclude possible
encephalitis, we did an MRI of the brain. It
showed multiple early subacute hemorrhages,
mainly in the frontal and the temporal lobes.
The platelet count was 700000 cells/ mm and
was increasing from the second day of
admission, and the age of the hemorrhage was
about 3-7 days18 radiologically. Thus, we
speculate that the incident occurred at the
initial stage of the fever and the low platelet is
not behind the reason for hemorrhage as found
in another study.19 So, we made the diagnosis
of dengue hemorrhagic encephalitis in these
instances. Although in most cases, dengue
encephalitis presented with bilateral thalamic
and basal ganglia signal changes.20,21 In our
case, we found hemorrhage in both frontal and
temporal regions, which are rare
manifestations. It fulfills the diagnostic criteria
of dengue encephalitis.22 The treatment is
mainly symptomatic.13 In our case, we also

treated the patient conservatively. She was
discharged with some disorientation after nine
days of admission. At follow-up in 1 month, she
completely recovered.

Conclusions:

Unusual headache, neck stiffness, and
behavioral abnormality in dengue fever should
alert the physicians for possible dengue
encephalitis. As it mostly recovers
spontaneously, it may go undetected.
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