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Abstract

Subacute sclerosing panencephalitis (SSPE) is a rare, predominantly childhood onset neurological illness that 
probably results from a latent or mutant measles virus infection of neurons with slowly progressive disease resulting 
in severe neurological deficit and death. In literature there have been reports of pure psychiatric symptoms as 
presenting complaints in patients with SSPE. We hereby describe a case of 8 year old boy, who presented with 
depression and developed symptoms of mania on antidepressant but eventually developed the typical symptoms 
of SSPE highlighting the importance of keeping in mind the differential diagnosis of organic causes for childhood 
depression and mania.
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Introduction 
Sub-acute sclerosing panencephalitis (SSPE) is a rare progressive, 

invariably fatal long-term complication of measles infection. The average 
onset (latency) period from initial measles infection to development of 
SSPE symptoms is usually 4 and 10 years [1]. Although personality and 
behavioral changes are common early in the course of SSPE but pure 
psychiatric disorder as an early manifestation of this fatal neurological 
disorder has been rare [2,3]. We hereby describe a case of 8 year old 
boy, who presented with depression and developed symptoms of mania 
on antidepressant but eventually developed the typical symptoms of 
SSPE highlighting the importance of keeping in mind the differential 
diagnosis of organic causes for childhood depression and mania [3-10]. 
Our case is unique in that it was a rare case of antidepressant induced 
mania eventually turning out to be a case of SSPE. Institutional ethical 
committee approved the publication of this case.

Case Report
An eight year old boy was brought by his father with complaints 

of change in his behavior in the form of excessive talking, overfamiliar 
behavior, decreased sleep, spitting on others, excessive playing and 
hyperactivity since one week. There was no significant medical history 
or family history. On mental status examination, he was hyperactive 
in the examination room and appeared cheerful, had spontaneous 
speech, had an elated mood and was overfamiliar. He was oriented to 
time, place and person and his memory was intact. His general physical 
and neurological examinations were normal except for sagging of his 
left shoulder while walking. The boy had been apparently well three 
weeks back when he started with decreased interaction with his family 
members and friends. He would remain alone, would not play with his 
younger brother and other boys in the community and would remain 
confined to his room. He also refused to go to school. Occasionally he 
would cry for no reasons. He was taken to a psychiatrist who diagnosed 
him as a case of childhood onset depression and put him on fluoxetine 
10 mg. After taking fluoxetine he started improving in few days but 
after two weeks, on fluoxetine, he started with above symptoms 
(excessive talking, overfamiliar behavior, decreased sleep, spitting on 
others, excessive playing and hyperactivity) of mania. One week after 
the development of mania symptoms he was brought to us. There was 
no past and family history of mood disorder. Routine hematological 

investigations and ECG were normal. Attention-deficit/hyperactivity 
disorders (ADHD) were ruled out as the symptoms were not pervasive 
in this case and were present since last week only. We diagnosed him 
as antidepressant induced mania and stopped fluoxetine and started 
divalproex sodium 250 mg twice daily. After two weeks on follow-up, 
there was not much improvement with an additional complaint of 
sudden throwing of items from his hand. On examination there were 
myoclonic jerks and we sought a neurological consultation who advised 
an EEG, MRI brain and follow-up in neurology OPD. On our follow-
up at six weeks, there was exacerbation in his symptoms and in the 
meantime he had been worked up by neurologist. Magnetic resonance 
imaging was not done because of financial constraints for the patient. 
There were bilaterally symmetrical periodic complexes on EEG. 

Discussion
His cerebrospinal fluid (CSF) was clear, a-cellular, with normal 

pressure, protein and sugar levels but with high titers of anti-measles 
IgG antibodies. A diagnosis of SSPE had been made. The patient on 
follow-up over next 6-7 months deteriorated with increase in frequency 
of myoclonic jerks, progressive decline in comprehension, urinary and 
fecal incontinence could not take care of him and had to be assisted 
by family members for his daily routine. His gait became progressively 
unsteady with frequent falls and ultimately he died.

Conclusion
Neurologists, pediatricians and psychiatrists should have a high 

index of suspicion in children presenting with depression or mania 
especially from areas with high prevalence of SSPE for early diagnosis 
and should include SSPE in the differential diagnosis of childhood 
depression and mania.
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