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1. Introduction
Mild encephalitis/encephalopathy with a reversible splenial 
lesion (MERS) is a rare clinicoradiological syndrome that 
typically presents with central nervous system symptoms 
such as loss of consciousness, seizure, headache, and 
ophthalmoparesis. Although its pathogenesis is not fully 
understood, causes such as infectious agents (e.g., rotavirus, 
adenovirus, influenza A and B, dengue virus, mumps, 
Mycoplasma pneumoniae, Streptococcus pneumoniae), 
hyponatremia, and the use or discontinuation of 
antiepileptic drugs have been implicated in the literature. 
The prognosis is generally good, as clinical and imaging 
findings resolve completely within a few months [1–6]. 

The condition is subdivided into two types based on the 
extent of involvement. In MERS type 1, which is the more 
common type, lesions are limited to the corpus callosum 
splenium, while, in MERS type 2, the lesions involve the 
whole corpus callosum or spread symmetrically to the 
white matter. The absence of gadolinium enhancement in 
the white matter lesions, the presence of reversible diffusion 
restriction in MRI, and the hyperintense appearance in 
fluid-attenuated inversion recovery (FLAIR) and T2-
weighted sequences suggest a process characterized by 
separation of the myelin layers due to edema and local 
infiltration of inflammatory cells [7]. Although most cases 
have been reported from the Asian continent, especially 
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from Japan, cases have also been reported from various 
European nations, including our country [3,8]. Here, we 
highlight the characteristics of this syndrome together 
with the clinical and MRI findings of 6 pediatric patients 
with MERS.

2.Patients and methods  
Six pediatric patients diagnosed with MERS according 
to the Takanashi [7] diagnostic criteria between January 
2017 and September 2020 in the SBU Dr. Sami Ulus 
Gynecology, Obstetrics and Pediatrics Training and 
Research Hospital were included in the study. Patient 
data such as demographic characteristics, prodromal 
and neurological symptoms, neurological examination 
findings, MRI, and electroencephalogram (EEG) findings, 
laboratory results, treatment, and outcomes were 
reviewed. All MRI examinations included T2-weighted, 
FLAIR, T1-weighted, contrast-enhanced T1-weighted 
imaging, diffusion-weighted imaging (DWI), and apparent 
diffusion coefficient (ADC) maps. All MRI examinations 
were evaluated by an experienced pediatric radiologist. 
MRI and EEG were performed within 48 h of the onset of 
neurological symptoms (mean 24.8 ± 22.3 h for MRI and 
22.6 ± 20.8 h for EEG).

3.Results
Between January 2017 and October 2020, 6 patients with 
MERS (3 boys and 3 girls) presented to our center. The 
mean age was 122 ± 54.6 (min-max: 44–180) months 
(Table). None of the patients had any chronic diseases.
3.1. Case 1
A 4-year-old girl with no previous complaints was admitted 
to the emergency department with fever for 2 days and 
transient vision loss that recurred several times during 
the day. General physical examination and vital signs were 
normal; hemogram and biochemical parameters showed 
no abnormalities.

Detailed eye examination and EEG findings were 
normal. On lumbar puncture, cerebrospinal fluid (CSF) 
parameters were normal, and no microorganisms were 
detected in direct examination. Brain MRI revealed a 
hyperintense, diffusion-restricting oval lesion in the 
splenium of the corpus callosum in T2-weighted sequences 
(Figures 1a,1b). Infectious and metabolic evaluations 
revealed no factors that could explain this clinical and 
neuroradiological presentation. Cranial MRI obtained at 
1-month follow-up showed that the lesion had resolved 
(Figures 1c,1d).
3.2. Case 2
A 12-year-old previously healthy girl presented with 
symptoms of upper respiratory tract infection for 3-4 
days and sudden-onset strabismus with double vision. 
Vital signs were normal and physical examination was 

unremarkable except for the restricted movement of the left 
eye. Fundus examination was normal, and laboratory tests 
indicated that hemogram and biochemistry parameters 
were within reference ranges.

Brain MRI showed a diffusion-restricting millimetric 
lesion in the corpus callosum splenium that was 
hypointense in T1-weighted and hyperintense in T2-
weighted sequences (Figures1e–1g). In etiological 
investigations, EEG was normal, CSF opening pressure 
on lumbar puncture was 58 cmH2O, CSF parameters were 
normal, and no microorganisms were detected on direct 
examination. Among infectious parameters, Epstein–Barr 
virus (EBV) capsid antigen antibodies (immunoglobulin 
[Ig] M and G) were positive, EBV nuclear antigen (EBNA) 
IgG antibodies were negative, and polymerase chain 
reaction (PCR) assay revealed an EBV load of 3.2×103 
copies/L. CSF PCR testing was negative for EBV and 
other pathogens. Based on these clinical, serological, 
and radiological results, she was diagnosed with MERS 
due to primary EBV infection. She was followed without 
treatment and brain MRI examination at the first month 
showed that the lesions had resolved (Figures 1h,1ı).
3.3 Case 3
A 5-year-old girl who had no known illnesses was referred 
to us due to prodromal symptoms such as diarrhea and 
fever for 2 days, transient generalized tonic clonic seizures 
that occurred 3 times in the same day, and sleepiness. At 
admission, her Glasgow Coma Scale (GCS) score was 
13 (eye opening response: 4, verbal response: 4, motor 
response: 5) and other vital signs were normal except 
for a temperature of 38.2°C. She was slightly dehydrated 
and drowsy but there was no focal neurological deficit. 
Laboratory tests indicated normal hemogram and 
biochemical parameters. The first EEG was performed 1 
day after admission and demonstrated diffuse slowing but 
no epileptic activity. On lumbar puncture, CSF protein 
and glucose levels were normal, and no microorganisms 
were detected in direct examination. Brain MRI revealed 
increased T2 signal intensity in the dentate nucleus 
and middle cerebellar peduncle in the right cerebellar 
hemisphere, intense contrast enhancement in the 
cerebellar foliage, diffusion restriction at the level of 
the dentate nucleus and middle cerebellar peduncle in 
DWI arrays, and hyperintense, diffusion-restricting oval 
lesions in the corpus callosum splenium in T2-weighted 
and FLAIR sequences (Figures 1j–1m). Rotavirus RNA 
was detected in stool by PCR but could not be evaluated 
in CSF. Encephalitis was suspected due to the presence 
of fever accompanied by drowsiness, and treatment with 
ceftriaxone and acyclovir was initiated. During follow-up, 
the patient’s drowsiness regressed, but she showed signs of 
ataxia and aphasia. Intravenous immunoglobulin (IVIg) 
was administered, but there was no clinical response. 
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CSF viral PCR test and blood and CSF cultures were 
negative, and treatment with pulse methylprednisolone 
was initiated. Her general condition gradually improved, 
and she was discharged with no sequelae on day 16 of 
hospitalization. Brain MRI examination at 2 months 
showed that the lesions had resolved (Figure 1n).
3.4. Case 4
A 13-year-old boy was admitted to our emergency 
department with fever for 5 days, hypersomnia for 1 
day, and an ataxic gait. It was learned that his family had 
coronavirus disease 2019 (COVID-19) 15 days earlier, and 
the patient had been in quarantine with contact isolation. 
A COVID-19 test was negative at that time. His body 
temperature was 39 °C, respiration rate was 30 breaths/
min, oxygen saturation was 96% in room air, and blood 
pressure was 122/69 mmHg. He had transient agitation, 

excessive sleepiness, loss of orientation to place and time, 
and his GCS score was 13 (eye-opening response: 4, verbal 
response: 4, motor response: 5). Laboratory test results 
were as follows: hemoglobin 12.9 g/dL, leukocyte count 
14100/μL, platelet count 73000/μL, serum sodium 135 
mmol/L, alanine aminotransferase 345 U/L, aspartate 
aminotransferase 295 U/L, and C-reactive protein 342 
mg/L. Asymmetric septal hypertrophy and myocarditis 
were detected on echocardiography.

Real-time polymerase chain reaction (RT-PCR) of 
a nasopharyngeal swab sample remained negative for 
severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) but anti-SARS-CoV-2 IgM and IgG were detected 
in the patient’s serum. Brain MRI showed a hyperintense, 
diffusion-restricting lesion in the corpus callosum 
splenium in T2-weighted and FLAIR sequences (Figure 

Figure 1. (a-n) legend: a: Diffusion-weighted image of the patient shows restricted diffusion in the splenium of the corpus 
callosum (arrow). b: FLAIR image demonstrates high signal intensity in the splenium of the corpus callosum(arrow). c,d:On follow-up 
MRI, the lesion in the splenium of corpus callosum was totally resolved.  e: Diffusion-weighted image of the patient reveals restricted 
diffusion in the splenium of the corpus callosum (arrow). f: Axial plane FLAIR and g: coronal plane T2 weighted images demonstrate 
high signal lesion in the splenium of the corpus callosum compatible with edema (arrow). h,ı:On follow-up MRI, the lesion in the 
splenium of corpus callosum was totally gone. j: FLAIR image of brain MRI shows high signal intensity in the splenium of the corpus 
callosum (arrow). k,l: Diffusion-weighted image shows restricted diffusion in the splenium of the corpus callosum and right side of the 
middle cerebellar peduncle. m: Post contrast T1 weighted image shows the leptomeningeal enhancement of the cerebellar folia more 
prominent on the right side than the left compatible with cerebellitis (arrows). n: On the follow-up MRI, the DWI image reveals the 
restricted diffusion in the splenium of corpus callosum was totally gone.  
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2 a,b,c), while EEG demonstrated diffuse slowing and no 
epileptic activity. Based on these findings, he was admitted 
to the pediatric intensive care unit (PICU) with a diagnosis 
of multisystem inflammatory syndrome in children 
(MIS-C). Treatment with IVIg and oral prednisone 
was initiated. His fever and other symptoms (transient 
agitation, excessive sleepiness, loss of orientation to 
place and time) started to improve on day 2, and he was 
discharged with no sequelae on day 14 of hospitalization. 
Brain MRI examinations performed 2 weeks later showed 
that the lesion had resolved (Figure 2 d,e).

3.5. Case 5
A 16-year-old boy with headache and fever for 4 days had 
been treated at another medical center for a presumed 
upper respiratory tract infection and was admitted to our 
emergency department when his symptoms worsened 
during follow-up. His temperature at admission to our 
center was 39.2 °C and other vital signs were normal. 
He exhibited neck stiffness on physical examination 
and his GCS score was 15. There were no abnormalities 
in hemogram and biochemical analyses. EEG showed 
diffuse slowing and no epileptic activity. On lumbar 

Figure 2. (a–l) legend: a: Diffusion-weighted image  of the patient shows restricted diffusion in the splenium of the corpus 
callosum (arrow). b: Note the low ADC value as a dark signal (arrow) in the ADC map. c: T2 weighted image demonstrates high signal 
lesion in the splenium of the corpus callosum compatible with edema  (arrow).  d,e: On follow-up MRI, the lesion in the splenium 
of corpus callosum was totally gone.  f: FLAIR image of Brain MRI shows high signal lesion in the splenium of the corpus callosum 
compatible with edema (arrow). g: Diffusion-weighted image of the patient shows restricted diffusion in the splenium of the corpus 
callosum compatible with cytotoxic edema (arrow). h,ı: On the follow-up MRI, the FLAIR and DWI images reveal the enlargement of 
edema in the splenium of corpus callosum (arrows). j: FLAIR image of the patient demonstrates high signal lesion in the splenium of 
the corpus callosum(arrow). k: Diffusion-weighted image shows restricted diffusion in the splenium of the corpus callosum (arrow). l: 
Note the low ADC values as a dark signal (arrow) in the ADC map regarding cytotoxic edema.
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puncture, CSF protein and glucose levels were normal, 
and the white blood cell count was 40/mm3 on direct 
CSF examination. Coxiella burnetti IgG was detected at 
titers of 1/128 for phase I and 1/1024 for phase II, and 
the patient was diagnosed as having Q fever-associated 
meningoencephalitis. Brain MRI revealed a hyperintense, 
diffusion-restricting lesion in the splenium of the corpus 
callosum in T2-weighted and FLAIR sequences (Figure 2 
f,g,h). The patient was treated with doxycycline, and his 
clinical condition gradually improved until discharge on 
day 20 of hospitalization. He had no sequelae, and no 
lesion was observed on brain MRI examination 2 weeks 
later (Figure 2ı).
3.6. Case 6
A 13-year-old boy presented to the emergency department 
with complaints of abdominal pain and vomiting for 4 
days. His vital signs were normal, but right lower quadrant 
tenderness was noted on physical examination, and 
abdominal ultrasound findings were compatible with 
acute appendicitis. During preparation for surgery, he 
exhibited nonsensical speech, excessive sleepiness, and 
occasional agitation. Brain MRI showed a hyperintense, 
diffusion-restricting lesion in the corpus callosum 
splenium in T2-weighted and FLAIR sequences (Figure 
2j–2l). There was diffuse slowing on EEG, and no epileptic 
activity was detected. In laboratory tests, serum sodium 
was 122 mmol/L, but other results were within the 
normal range. With intravenous fluid therapy, his clinical 
condition improved within 24 h, and an appendectomy 
was performed. He was discharged with no sequelae on 
day 16 of hospitalization. Control cranial MRI was not 
performed because the patient had no complaints during 
3 months of follow-up.

4. Discussion
MERS is a generally benign condition characterized by 
mild central nervous system symptoms and a temporary 
lesion in the splenium of the corpus callosum on cranial 
MRI. It can occur after discontinuation of antiepileptic 
drugs, abrupt cessation of steroid therapy, hypoglycemia, 
and infections (especially viral upper respiratory tract 
infections such as influenza and EBV). Patients typically 
present with symptoms such as headache, confusion, 
ataxia, seizure, delirium, and coma [9–10]. Although 
factors such as cytotoxic edema, focal inflammatory 
changes, electrolyte changes in the cell membrane, and 
focal demyelination due to antiepileptic drugs have been 
implicated, the reason for the specific involvement of 
this region and its pathophysiological mechanisms have 
not been clarified [11,12]. In this study, we describe 
the clinical features and outcomes of 6 patients with 
1 World Health Organization. (2020). Coronavirus disease 2019 (COVID-19): situation report, 73. World Health Organization. Available at: https://apps.
who.int/iris/handle/10665/331686

MERS who presented to the neurology department of a 
tertiary health center. Prodromal symptoms in children 
are not specific, and although fever is the most common 
symptom, gastrointestinal and respiratory symptoms 
have also been reported [8,13]. In our study, 4 (66.6%) 
of our patients had prodromal symptoms in the form of 
fever (66.6%), 1 (16.6%) as diarrhea, and 1 (16.6%) as 
abdominal pain. In different case series, the most common 
neurological symptoms have been reported as a change in 
consciousness, behavioral change, ataxia, motor weakness, 
and seizures. In two separate studies from Japan, it was 
reported that 30% [13] and 50% (8) of pediatric cases 
had seizures. In addition, in another study conducted 
in Australia [14], it was found that 14.3% of children 
with MERS presented with seizures. Consistent with the 
literature, the neurological symptoms of our patients at 
admission included change in consciousness, headache, 
seizure, ataxia, and ophthalmoparesis.

Various infectious agents have been reported to 
be associated with MERS in children. In our study, 
infectious agents were detected in 4 patients (66.6%), 
while noninfectious causes were detected in two patients 
(seizure and hyponatremia).

One of our patients (case 3) developed febrile seizure, 
ataxia, and aphasia after rotavirus enteritis. Chen et al. [15] 
reported that 3 of 5 rotavirus-associated MERS patients 
had febrile seizures in their study. Rotavirus-related MERS 
or acute cerebellitis cases have been reported previously. 
Also, Takanashi J. et al. [16] reported that 6 of 11 rotavirus-
associated cerebellitis patients had a splenial lesion in MRI. 
Similarly, in our study, we showed a spleen lesion on MRI 
in our patient with rotavirus-associated acute cerebellitis.

EBV-related MERS has been reported in older adult 
patients in the literature, but reports in children are 
less common [17,18]. In our study, we detected MERS 
associated with EBV infection in one of our patients (case 
2). The patient presented with limited outward gaze and a 
CSF opening pressure of 58 cmH2O. This suggested that 
the ophthalmoparesis may have been due to increased 
intracranial pressure.

Although COVID-19 is a severe lower respiratory 
tract infection caused by SARS-CoV-21, an immune-
mediated syndrome called MIS-C has been identified in 
pediatric patients and can cause different neurological 
symptoms and splenial lesions on cranial imaging [19,20]. 
In our study, we detected MERS associated with SARS-
CoV-2 infection in one of our patients (case 4). It should 
be kept in mind that children with COVID-19 infection 
may develop MERS. Another of our patients (case 5) had 
MERS associated with C. burnetti. As far as we know, 
MERS associated with C. burnetti has not been reported 

https://apps.who.int/iris/handle/10665/331686
https://apps.who.int/iris/handle/10665/331686
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previously in the literature. Our case is remarkable in this 
respect.

Hyponatremia is another possible etiological factor in 
MERS. It has been suggested that hypotonic hyponatremia 
causes intramyelinic edema that results in transient 
reduced diffusion on MRI [21]. Hyponatremia rates 
reported in pediatric MERS vary greatly. Takanashi et al. 
[21] detected hyponatremia in 25 (84%) of 30 pediatric 
cases, while Zhang et al. [22] detected hyponatremia in 
6 (24%) of 25 pediatric cases. We detected hyponatremia 
in one of our patients (case 6), who presented with acute 
appendicitis.

The most common EEG abnormality previously 
described in MERS cases is diffuse slow waves [3,7]. In our 
study, EEG was performed at a mean of 1.7 ± 0.5 (min-
max: 1-2) days after admission and diffuse slowing was 
detected in 4 patients (66.6%), while the results of the 
other 2 patients (33.3%) were evaluated as normal. Our 
study was found to be compatible with the literature in 
this respect

Although there are no treatment guidelines for MERS, 
specific immunomodulatory therapy is not recommended 
because it has a generally good prognosis [3]. In our study, 
3 patients (50%) improved clinically with treatment for 
the primary cause. Of the other 3 patients, one patient was 
treated with pulse methylprednisolone, IVIg, acyclovir, 
and antibiotic therapy due to the presence of acute 
cerebellitis with MERS; one patient was treated with 
prednisolone, IVIg, acyclovir, and antibiotic therapy due to 
the development of MIS-C secondary to SARS-CoV-2, and 
one patient was treated with IVIg, acyclovir, and antibiotic 
therapy due to encephalitis secondary to C. burnetti. All 
patients were discharged without sequelae after a mean of 
12.1 ± 7 (min–max: 4–20) days of hospitalization. Control 
MRI was not performed in one patient (case 6), whereas 
the other patients demonstrated radiological recovery 
starting from the 14th day up to 2 months. However, the 
exact timing of complete normalization in MRI findings 

could not be determined because more frequent follow-
up imaging is not available. In the literature, it has been 
reported that patients with MERS generally recover 
completely both clinically and radiologically [3,7].

The limitation of our study was that it was retrospective, 
and the number of patients is small compared to the large 
case series described previously. However, we believe these 
cases will contribute to the literature in terms of reporting 
infectious agents such as SARS CoV-2 and C. burnetti as 
infectious etiologies of MERS.

In conclusion, MERS is an acute encephalopathy with a 
good prognosis and should be considered by neurologists 
in differential diagnosis due to its variable clinical 
presentation and specific MRI findings.

Acknowledgment/Disclaimers/Conflict of interest
The authors declared no potential conflicts of interest with 
respect to the research, authorship, and/or publication of 
this article.  

Informed consent
The study was first approved by the University of Health 
Sciences, Dr. Sami Ulus Maternity and Children Training 
and Research Hospital ethical board (EC number: E-21/03- 
126) We gathered no data that could be used to identify 
patients. As this was a noninterventional retrospective 
study, informed consent forms were considered not 
necessary. 

Author contributions
H.C, D.Y, B.E.D contributed to the conception and design 
of the study, and analysis and interpretation of data. E.A. 
participated in the design and conceptualization of the 
study, including the selection and development of the 
clinical rating scales. E.A.,U.O. N.C., E.A and M.M.O 
contributed to the conduct of the study and data collection. 
H.C. wrote the manuscript. All the authors have agreed 
to be accountable for all aspects of the study and have 
approved the final version of the manuscript.

References

1. Ueda N, Minami S, Akimoto M. Mycoplasma pneumoniae-
associated mild encephalitis/encephalopathy with a 
reversible splenial lesion: report of two pediatric cases and a 
comprehensive literatüre review. BMC Infectious Diseases 
2016; 16:671. Doi:10.1186/s12879-016-1985-1

2. Fang Q, Chen L, Chen Q, Lin Z, Yang F. Clinically mild encephalitis/
encephalopathy with a reversible splenial lesion of corpus 
callosum in Chinese children. Brain and Development 2017; 
39:321–326. Doi:10.1016/j.braindev.2016.10.009

3. Karampatsas K, Spyridou C, Morrison IR, Tong CY, Prendergast 
AJ. Rotavirus-associated mild encephalopathy with a reversible 
splenial lesion (MERS)-case report and review of the literature. 
BMC Infectious Diseases 2015; 15:446. Doi:10.1186/s12879-
015-1192-5

4. Fong CY, Khine MM, Peter AB, Lim WK, Rozalli FI et al. Mild 
encephalitis/encephalopathy with reversible splenial lesion 
(MERS) due to dengue virus. Journal of Clinical Neuroscience 
2017; 36:73–75.doi:10.1016/j.jocn.2016.10.050



ÇELİK et al. / Turk J Med Sci

412

5. Avcu G, Kilinc MA, Eraslan C, Karapinar B, Vardar F. Mild 
encephalitis/encephalopathy with reversible splenial 
lesion (MERS) associated with Streptococcus pneumoniae 
Bacteraemia. Journal of Infection and Public Health 2017; 
10:479–482. Doi:10.1016/j.jiph.2016.08.019

6. Cortese R, Pontrelli G, Mogavero MP, Dicuonzo F, Tortorella C. 
Reversible splenial lesion and complex visual disturbances due 
to carbamazepine with drawal. Neurological Science 2015; 36: 
1515–1516. Doi:10.1007/s10072-015-2144-y

7. Takanashi J, Imamura A, Hayakawa F, Terada H. Differences in the 
time course of splenial and White matter lesions in clinically 
mild encephalitis/encephalopathy with a reversible splenial 
lesion (MERS). Journal of Clinical Neuroscience 2010;292:24 
–27. Doi:10.1016/j.jns.2010.02.013

8. Tada H, Takanashi J, Barkovich A, Oba H, Maeda M et al. 
Clinically mild encephalitis/ encephalopathy with a reversible 
splenial lesion. Neurology. 2004;63:1854–8. Doi:10.1212/01.
wnl.0000144274.12174.cb

9. Galllucci M, Limbucci N, Paonessa A, Caranci F. Reversible focal 
splenial lesions. Neuroradiology 2007; 49: 541-4.doi:10.1007/
s00234-007-0235-z

10. Renard D, Bonafe A, Heroum C. Transient lesion in the splenium 
of the corpus callosum after oral corticoid therapy. European 
Journal of Neurology 2007;14:19-20. Doi:10.1111/j.1468-
1331.2007.01872.x

11. Marsala SZ, Antichi E, Pistacchi M, Gioulis M, Candeago RM et 
al. Mild encephalitis with a reversible splenial lesion: A clinical 
benign condition, often underrecognized-Clinical case and 
literatüre review. Journal of neurosciences in rural practice 
2017;8(2):281. Doi:10.4103/0976-3147.203828

12. Wilson CA, Mullen MT, Jackson BP, Ishida K, Messé SR. Etiology 
of corpus callosum lesions with restricted diffusion. Clinical 
neuroradiology 2017;27(1):31–7. Doi:10.1007/s00062-015-
0409-8

13. Kashiwagi M, Tanabe T, Shimakawa S, Nakamura M, Murata S et 
al. Clinico-radiological spectrum of reversible splenial lesions 
in children. Brain and Development,  2014;36(4): 330-336.
doi:10.1016/j.braindev.2013.05.007

14. Ka A, Britton P, Troedson C, Webster R, Procopis P et al. Mild 
encephalopathy with reversible splenial lesion: an important 
differential of encephalitis. European Journal of  Paediatric 
Neurology 2015; 19:377–82. Doi:10.1016/j.ejpn.2015.01.011

15. Chen WX, Liu HS, Yang SD, Zeng SH, Gao YY et al. Reversible 
splenial lesion syndrome in children: Retrospective study and 
summary of case series. Brain and Development 2016;38:915–
27. Doi:10.1016/j.braindev.2016.04.011

16. Takanashi J, Miyamoto T, Ando N, Kubota T, Oka M  et al. Clinical 
and radiological features of rotavirus cerebellitis. American 
Journal of Neuroradiology. 2010;31:1591-1595. Doi:10.3174/
ajnr.a2131

17. Yamaguchi H, Ishida T, Yokoi T, Tanaka T, Maruyama A et 
al. Clinically Mild Encephalitis/Encephalopathy. Journal 
of  Pediatric Hematology and Oncology. 2017; 39:e 92-6. 
Doi:10.1097/mph.0000000000000708

18. Guo Y, Wang S, Jiang B, Li J, Liu L. et al. Encephalitis with 
reversible splenial and deep cerebral White matter lesions 
associated with Epstein-Barr virüs infection in adults. 
Neuropsychiatric Disease and Treatment 2017;13:2085–92. 
Doi:10.2147/ndt.s135510

19. Abdel-Mannan O, Eyre M, Lobel U, Bamford A, Eltze C et 
al. Neurologic and radiographic findings associated With 
COVID-19 infection in children. JAMA Neurology 2020 
;77(11):1440-1445. Doi:10.1001/jamaneurol.2020.2687

20. Bektas G, Akcay N, Boydag K, Sevketoglu E. Reversible splenial 
lesion syndrome associated with SARS-CoV-2 infection 
in two children . Brain and Development. 2021;43:230-3.
doi:10.1016/j.braindev.2020.10.002

21. Takanashi J, Tada H, Maeda M, Suzuki M, Terada H et al. 
Encephalopathy with a reversible splenial lesion is associated 
with hyponatremia. Brain and Development 2009; 31:217–220 
doi:10.1016/j.braindev.2008.04.002

22. Xinying Zhang,  Na Chen,  Jiamin Guo,  Shuwei Li,  Jiaming 
Xu et al. Reversible splenial lesion syndrome in children: 
clinical analysis and summary of a case series. Journal of 
International Medical Research. 2020;48(4):300060520914202. 
Doi:10.1177/0300060520914202


	Clinically mild encephalitis/encephalopathy with a reversible splenial lesion of thecorpus callosum in childhood: a single-center experience
	Recommended Citation

	Clinically mild encephalitis/encephalopathy with a reversible splenial lesion of thecorpus callosum in childhood: a single-center experience
	Authors

	tmp.1651152243.pdf.f8tfW

