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1. Introduction

In the past years rare cases of double positive Epstein-Barr virus
(EBV) and anti-N-methyl-p-aspartate receptor (anti-NMDAR) en-
cephalitis in post solid organ transplant (SOT) patients, were reported
[1-3]. We highlight the fact that clinicians should consider auto-
immune encephalitis in SOT patients despite treatment with im-
munosuppressants and would like to highlight the good outcome in this
case with antiviral treatment and adjusted immunotherapy.

2. Case report

A 64-year-old male patient presented to an outside hospital with nausea,
malaise and a ‘strange’ sensation in the head after an episode of increased
alcohol abuse. Past medical history is noticeable for chronic kidney disease
leading to renal transplantation in 2013, hypertension, hypercholester-
olaemia, abdominal aortic aneurism, gout, diabetes mellitus and major
depressive disorder. He was on Tacrolimus (1 mg) and Mycophenolate
Mofetil (MMF - 750 mg) for his renal transplant. During hospitalization, he
developed hallucinations and delusions. Later focal seizures with impaired
awareness occurred. An electroencephalogram (EEG) showed slow basic
activity (5-6 Hz) without epileptiform abnormalities. Brain magnetic re-
sonance imaging (MRI) was unrevealing. Levetiracetam was initiated.
Subsequently, clinical deterioration occurred with a fluctuating level of
consciousness, confusion and dysarthria. Clinical neurological examination
showed no signs of lateralisation. Lumbar puncture (LP) demonstrated a
mild lymphocytic leucocytosis (48/ul WBC) with mild hyperproteinor-
rhachia (56 mg/dl), raising suspicion of herpes simplex virus (HSV) en-
cephalitis, for which acyclovir IV (750 mg, thrice daily) was initiated. When
polymerase chain reaction (PCR) results for HSV and Herpes Zoster virus
were found to be negative, acyclovir was discontinued. A further LP re-
vealed an increasing leucocytosis (84/ul) and a proteinorrhachia of 33 mg/
dl. The MRI remained normal. On suspicion of autoimmune encephalitis,
methylprednisolone 125 mg IV was administered for three days and then
discontinued due to absence of clinical improvement and the already im-
munocompromised state of the patient. Since PCR results for EBV DNA in
the cerebrospinal fluid (CSF) were repeatedly positive, acyclovir was

https://doi.org/10.1016/j.jns.2018.11.001

restarted. Subsequently, NMDAR antibodies in CSF were repeatedly posi-
tive. Possible underlying neoplasms were excluded with PET/CT and scrotal
ultrasound. However, a pulmonary embolism was detected for which en-
oxaparin 80 mg was started. The patient was transferred to a tertiary centre
for further treatment. For more than three weeks, Acyclovir was continued,
decreasing EBV DNA copies in the serum (1436 < 1744 copies/jig DNA).
After cessation of acyclovir, the number of EBV DNA copies reincreased to
9232 copies/|ig DNA. Antiviral therapy was restarted, MMF temporarily
reduced and tacrolimus ceased, since this primarily targets the T cells
needed in the defence against EBV-infected B cells. After clearance of three
episodes of urosepsis, plasmapheresis was started. After four treatments, the
patient recovered remarkably, but his clinical condition deteriorated again a
few weeks later. Rituximab (two courses of 1000 mg) was started with slow
but marked improvement. The patient left the hospital in good condition,
with acyclovir PO 400 mg, prednisolone 6 mg and MMF 750 mg at dis-
charge. At three months follow-up, he dramatically improved clinically,
presenting only slight concentration deficits (Montreal Cognitive
Assessment (MoCA 23/30)) and mild balance problems. Fig. 1 details the
clinical evolution and treatment of our patient.

3. Discussion

Our patient's clinical presentation is consistent with anti-NMDAR
encephalitis: a prodromal phase of days to weeks with general malaise,
followed by psychiatric symptoms, epileptic seizures and autonomic
instability (blood pressure fluctuations). Choreiform movements were
absent in this case but are known to be a feature rather seen in children
than in adults with post-HSV anti-NMDAR encephalitis [4-6]. Given the
low prevalence of EBV encephalitis, no typical clinical pattern is de-
scribed in the literature. Possible characteristics include: psychiatric
symptoms, cognitive dysfunction, aphasia or dysarthria, focal deficits,
epileptic seizures, with most cases described in SOT patients [7,8].

Technical investigations provided arguments for both conditions. Mild
lymphocytosis in CSF may be consistent with both EBV and anti-NMDAR
encephalitis [5]. Repeatedly positive PCR results for EBV DNA in CSF along
with a high copy number, suggests EBV being the cause of the encephalitis.
Since EBV replicates in peripheral lymphocytes, one could in theory doubt

Received 3 September 2018; Received in revised form 30 October 2018; Accepted 1 November 2018

Available online 03 November 2018
0022-510X/ © 2018 Published by Elsevier B.V.


http://www.sciencedirect.com/science/journal/0022510X
https://www.elsevier.com/locate/jns
https://doi.org/10.1016/j.jns.2018.11.001
https://doi.org/10.1016/j.jns.2018.11.001
https://doi.org/10.1016/j.jns.2018.11.001
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jns.2018.11.001&domain=pdf

Letter to the Editor Journal of the Neurological Sciences 396 (2019) 76-77

EBV Copies/uig DNA mmtm - -a=+ MOCA/30 Fig. 1. Illustration of EBV viral load and MoCA over time.
= 10000 I- 25 ACV-IV = Acyclovir intravenous 3x750mg, ACV-
P PO = Acyclovir oral 400mg, PLEX = plasma exchange,
L 2000 L 50 RTX = Rituximab intravenous 1000 mg, NMDA Ab (1) = first
- NMDAR antibody determination and diagnosis of anti-
NMDAR encephalitis, NMDA Ab (2) = second NMDAR anti-
= 6000 k15 body determination (still positive).
b= 4000 [ 10
= 2000 kS
NMDA Ab(1) NMDA Ab (2)
¢ T TT m T 0
0
D123 =discharge D123=3mo. FU

D0 = admission and symptom presentation

ACV.IV T T ACV-PO
PLEX RTX RTX

whether a positive PCR result effectively points to a CNS infection rather Conflicts of interest

than a migration of peripheral lymphocytes to the CSF. However, the In-

ternational Herpes Management Forum (IHMF) recommends the use of PCR Jinte Garré and Deborah Van Melkebeke report no relevant dis-
for EBV DNA in CSF for diagnosing CNS infections. NMDAR antibodies in closures. Mathieu Sprengers has received compensation for conference
the CSF have a sensitivity and specificity of nearly 100%. This measurement attendance by Roche Pharmaceuticals. Guy Laureys has received com-
should always be interpreted within the clinical context, which for this pensation for conference attendance and honoraria for advisory boards/

patient is consistent with an anti-NMDAR encephalitis [4,5,9]. MRI was consultancy by Roche Pharmaceuticals.
negative, with a sensitivity of 60% for EBV encephalitis and 33% in anti-

NMDAR encephalitis [4,5]. Acknowledgments

Standard therapy of autoimmune encephalitis consists of treating a
possible causative tumour, symptomatic treatment and im- None.
munotherapy. First-line treatment consists of corticosteroids, in-
travenous immunoglobulin (IVIg) or plasmapheresis (PLEX). Rituximab References
or cyclophosphamide are often chosen as second-line immunotherapy
with MMF, azathioprine or methotrexate as alternatives [4,5,9]. [1] C.Z. Zhao, J. Erickson, Dalmau J. Clinical Reasoning, Agitation and psychosis in a

EBV encephalitis is treated with antivirals and a reduction of im- patient after renal transplantation, Neurology 79 (5) (2012) e41-e44.

h d). Th icall . . b 1d also b [2] S. Derksen, B. Goraj, J. Molenaar, J.J.C. van der Hoeven, Severe anti NMDA en-
munOS‘}Ppressant.S (where used). eoretlcla Ys ?“‘D‘lma could also be cephalitis and EBV infection, Netherlands J. Critic. Care 17 (5) (2013) 19-21.
used, since EBV induces a polyclonal proliferation of B cells and, sub- [3] D.A. Cohen, A.S. Lopez-Chiriboga, S.J. Pittock, A. Gadoth, A. Zekeridou,
sequently, latently persists in these cells. Although the role of B.A. Boilson, et al., Posttransplant autoimmune encephalitis, Neurol.
. . . e s o s . . Neuroimmunol. Neuroinflam. 5 (6) (2018) e497.
Rituximab in EBV encephalitis is yet unclear, it is well established in o ) : . L .
K i A [4] E. Lancaster, The diagnosis and treatment of autoimmune encephalitis, J. Clin.

EBV-related post-transplant lymphoproliferative disorder (PTLD) [7,8]. Neurol. (Seoul, Korea) 12 (1) (2016) 1-13.
In this case, Rituximab was eventually used, considering the presumed [5] Leypoldt F, Wandinger KP, Bien CG, Dalmau J. Autoimmune encephalitis. Eur.

Neurol. Rev. 2013;8(1):31-7.

double hit on both anti-NMDAR and EBV encephalms. [6] T. Armangue, M. Spatola, A. Vlagea, S. Mattozzi, M. Carceles-Cordon, E. Martinez-

Several case reports have shown the use of methylprednisolone IV Heras, et al., Frequency, symptoms, risk factors, and outcomes of autoimmune
combined with antibody depleting treatment (PLEX or IVIg and ritux- encephalitis after herpes simplex encephalitis: a prospective observational study
imab b ffective in T ients with EBV-NMDA] n haliti and retrospective analysis, Lancet Neurol. 17 (9) (2018) 760-772.

ab) to be effective $0 patients t v Re cephalitis [7]1 J.S.Y. Lau, Z.M. Low, L. Abbott, L. Shochet, J. Kanellis, A.R. Kitching, et al., Epstein-
[1-3]. Barr virus encephalitis in solid organ transplantation, New microbiol. 40 (3) (2017)
Based on (para)clinical findings and therapeutic response, we sus- 212-217.
pected an anti-NMDAR encephalitis triggered by the reactivation of [8] T. Martelius, M. Lappalainen, M. Palomaki, V.J. Anttila, Clinical characteristics of
. . . . . L. patients with Epstein Barr virus in cerebrospinal fluid, BMC Infect. Dis. 11 (2011)
EBV in this SOT patient. In patients with HSV encephalitis, para- 281,
infectious NMDAR encephalitis is well documented and presumably [9] Y.W. Shin, S.T. Lee, K.I. Park, K.H. Jung, K.Y. Jung, S.K. Lee, et al., Treatment
explained by molecular mimicry or antigenic release and Secondary strategies for autoimmune encephalitis, Ther. Adv. Neurol. Disord. 11 (2018)
. isati 61. EBV th b f the H Vi famil (1756285617722347).
m}mumsa 'lon [ ] » ano ‘er' member o e erpes‘ lrl"ls amily, [10] J.B. Harley, X. Chen, M. Pujato, D. Miller, A. Maddox, C. Forney, et al.,
might act in a similar way as it is known to be a potential trigger of a Transcription factors operate across disease loci, with EBNA2 implicated in auto-
wide range of autoimmune disease. Recent data suggest EBV switches immunity, Nat. Genet. 50 (5) (2018) 699-707.
on autoimmunity promoting genes that might also act as a pathophy- .
. . . P 3 Aa : a b
siological substrate for developing NMDAR encephalitis [10]. Jinte Garré”, Mathieu Sprengers”, Deborah Van Melkebeke”,
Guy Laureys™’
Funding 2 Department of Neurology, Ghent University Hospital, Belgium
® Department of Neurology, Algemeen Stedelijk Ziekenhuis Aalst, Belgium
None. E-mail address: guy.laureys@uzgent.be (G. Laureys).

* Corresponding author at: Department of Neurology, Ghent University Hospital, Corneel Heymanslaan, 10 9000 Ghent, Belgium.

77


http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0005
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0005
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0010
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0010
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0015
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0015
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0015
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0020
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0020
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0025
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0025
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0025
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0025
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0030
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0030
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0030
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0035
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0035
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0035
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0040
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0040
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0040
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0045
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0045
http://refhub.elsevier.com/S0022-510X(18)30454-4/rf0045
mailto:guy.laureys@uzgent.be

	EBV-NMDA double positive encephalitis in an immunocompromised patient
	Introduction
	Case report
	Discussion
	Funding
	Conflicts of interest
	Acknowledgments
	References




