
 Letters to the Editor 359

Annals of Indian Academy of Neurology, July-September 2015, Vol 18, Issue 3

he had completely recovered. Follow-up after a month did not 
reveal any abnormality.

Dengue infection presenting first as encephalitis is rare. 
Research suggests that direct invasion of the nervous system 
by dengue virus is possible.[1] The other possible mechanism 
is infiltration of virus-infected macrophages into the brain.[1,2] 
The clinical symptomatology which includes altered level 
of consciousness, seizures, headache, meningeal signs, and 
pyramidal tract signs are nonspecific. Laboratory diagnosis 
of dengue encephalitis is based upon detection of either the 
virus itself or viral antigen NS1, or the dengue-specific IgM 
antibody, in the CSF. Viral cultures are generally difficult, and 
hence, serology is commonly used for laboratory diagnosis. 
MRI reveals the focal involvement of brain parenchyma, 
thus suggesting encephalitis rather than encephalopathy as 
the underlying etiology. In addition, MRI can be useful in 
differentiating between viral infections of central nervous 
system, as some viral encephalitides display a tropism for 
certain brain structures resulting in characteristic imaging 
features.[3] There are no characteristic MRI features of dengue 
encephalitis. Some studies describe involvement of globus 
pallidus, temporal lobes, thalamus, hippocampus, pons, 
and spinal cord on MRI.[4-6] The symmetrical hyperintense 
signal in bilateral parietooccipital regions on FLAIR and 
T2W sequences as seen in our patient has not been described 
earlier. Bilateral symmetrical parietooccipital involvement on 
MRI is typically seen in posterior reversible encephalopathy 
syndrome (PRES), which is a clinicoradiologic entity occurring 
as a result of failure of the posterior circulation to autoregulate 
in response to acute changes in blood pressure. The clinical 
manifestations of PRES overlap with that of encephalitis. 
However, its usual association with acute hypertension, and 
the frequent involvement of cortical as well as subcortical 
regionon MRI are the differentiating features of PRES. The 
complete clinical recovery in our patient is consistent with 
good prognosis for most cases of dengue encephalitis as 
described in literature.[2]

Chandrashekhar A. Sohoni

Department Radiology, NM Medical, Kalyani Nagar, Pune, 
Maharashtra, India

For correspondence: 
Dr. Chandrashekhar A. Sohoni, Department of Radiology, NM 
Medical, Kalyani Nagar, Pune - 411 006, Maharashtra, India. 

E-mail: sohonica@gmail.com

References

1. Domingues RB, Kuster GW, Onkuni-Castro FL, Souza VA, 
Levi JE, Pannuti CS. Involvement of the central nervous 
system in patients with dengue virus infection. J Neurol Sci 
2008;267:36-40.

2. Varatharaj A. Encephalitis in the clinical spectrum of dengue 
infection. Neurol India 2010;58:585-91.

3. Kumar S, Misra UK, Kalita J, Salwani V, Gupta RK, Gujral R. MRI 
in Japanese encephalitis. Neuroradiology 1997;39:180-4.

4. Wasay M, Channa R, Jumani M, Shabbir G, Azeemuddin M, Zafar 
A. Encephalitis and myelitis associated with dengue viral infection 
clinical and neuroimaging features. Clin Neurol Neurosurg 
2008;110:635-40.

5. Kamble R, Peruvamba JN, Kovoor J, Ravishankar S, Kolar BS. 
Bilateral thalamic involvement in dengue infection. Neurol India 
2007;55:418-9.

6. Yeo PS, Pinheiro L, Tong P, Lim PL, Sitoh YY. Hippocampal 
involvement in dengue fever. Singapore Med J 2005;46:647-50.

Access this article online

Quick Response Code: Website: 
www.annalsofian.org

DOI:  
10.4103/0972-2327.160096

Antiphospholipid syndrome is an important modifiable 
risk factor of stroke in the young

Sir,
I read with interest the article by Subha and colleagues on the 
pattern and risk factors of stroke in the young (<50-years-old)[1] 

and would like to point out that antiphospholipid antibody 
syndrome (APS) is an important modifiable vascular risk factor 
in this age group. Data from the Euro-Phospholipid Project 
Group estimated that about 50% of strokes below 50 years of 
age are caused by APS with 2.5% prevalence for multi-infarct 
dementia in APS.[2] In this context, it should be noted that the 
authors report that 9.5% of stroke cases are under the age of 
50 in Kerala,and therefore APS can be an important cause of 
young-onset vascular dementia, a devastating disability that 
greatly alters the quality of life and prospects.

APS is an autoimmune prothrombotic condition and requires 
one major clinical criterion (recurrent venous/arterial 
thromboses or multiple pregnancy morbidity) and one 
laboratory criterion (presence of antiphospholipid antibodies, 
i.e., anticardiolipin, β2-glycoprotein I (GPI), or lupus 
anticoagulant present on at least two occasions >12 weeks apart) 
for diagnosis. PrimaryAPS denotes no underlying disease, but 
has the potential to evolve; secondary APS is usually related 
to systemic lupus erythematosus (SLE). Microangiopathic 
APS can have varied presentations involving the eye (retinal 
vascular thrombosis), skin (vasculitis and nailfold splinter 
hemorrhages), gastrointestinal (GI) tract (bowel ischemia), 
and cartilage or bone (hearing loss or osteonecrosis). A wide 
spectrum of neurological features has been described in APS, 
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which includes transient ischemic attacks and strokes, epilepsy, 
chorea, psychiatric features, multiple sclerosis-like lesions 
on imaging, dementia, and overlap with ischemic stroke 
inSneddon’s syndrome with severe dementia.

Microinfarcts in APS occur in the strategic areas that possibly 
lead to cognitive decline or dementia and modern imaging 
techniques also show metabolic impairments that correlate to 
progressive dementia with the presence of antiphospholipid 
antibodies.[3] A significant association between cognitive deficits 
and the presence of livedo reticularis and white matter lesions 
on magnetic resonance imaging support the hypothesis that 
cerebral microvasculopathy may be the underlying mechanism 
for cognitive dysfunction.

A review of the literature from 1983 to 2003 by Gómez-Puerta 
and Cervera found 30 patients with dementia and APS and 
concluded that dementia was an unusual finding, but the 
disability had significant impact on the patient’s activities 
of daily living.[4] The mean age of the patients was 49 years 
(range 16-79 years) and a third of patients had SLE, 63% had 
cortical infarcts, 30% basal ganglia infarcts, and 37% had signs 
of cerebral atrophy on imaging studies.

The concept of ‘triple positivity’ has been proposed, that is, the 
coexistence of lupus anticoagulant, high titer anticardiolipin 
antibodies, and anti-β2 GPI antibodies that pose a higher risk 
for thrombotic events than single or double positivity; an odds 
ratio (OR) of 33.3 in triple positive patients compared with 2.2 
in double positives with the absence of lupus anticoagulant.[5] 
Pathological values for antinuclear antibodies and increased 
levels of antiphospholipid antibodies significantly correlate 
with the presence of cerebral lesions. As vascular disease still 
remains the most preventable cause of dementia, we should 
be able to devise and implement best practices, including 
novel research toolsto figure out better ways to prevent and 
ameliorate the debilitating cognitive deficits resulting from 
APS-induced vascular brain damage.
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Conducting case control study on a cross-sectional 
database

Sir,
This is in reference to an article entitled “pattern and risk 
factors in the young among stroke patients admitted in 
medical college hospital, Thiruvananthapuram” published 
in Ann Indian Acad Neurol 2015;18:20-3.[1] The authors 
need to be appreciated for their effort in planning a study 
on risk factors for stroke among young patients. However, 
I have a few concerns with the way this study has been 
presented. The authors state that the study was conducted 
as a cross-sectional study with case-control comparison, but 
the case-control part of the study has not been dealt with 
adequately. Only 15 cases have been chosen for comparison 

with 85 controls. A small sample does not return us with 
a good odds ratio and reduces the power of the study. I 
understand the limitation of picking up cases and controls 
from a cross-section study base. The limitation could have 
been removed by conducting a matched case-control study 
rather than the above unmatched design.

In Material and Methods section of the article under 
heading “Controls”, the authors state that in case, if the 
patient was not able to give answers to the questions, 
necessary information was obtained from the bystander 
and other available sources. A bystander by definition “is 
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