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Lymphocytic Meningitis, A Rare Feature of Hashimoto’S
Thyroiditis: A Case Report
Case Report

Abstract
Background: The neurological features of Hashimoto´s thyroiditis are several.
Aseptic meningitis was rarely reported.

Case report: A 32-year-old woman was admitted to hospital with headache, fever,
dizziness and vomiting. Cerebrospinal fluid analyses concluded to a lymphocytic
meningitis. Bacterial and viral screening was negative. Other laboratory data
showed hyperthyroïdism with high level of antithyroïd antibodies. Thyroid
ultrasound was suggestive of thyroiditis.

Conclusion: Lymphocytic meningitis may be the first feature of Hashimoto’s
thyroiditis.
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Introduction
Hashimoto’s thyroïditis (HT) is a specific autoimmune disease.
Transient hyperthyroïdism is observed in 5 to 10% of the patients
[1-3]. The diagnosis is often made when hypothyroïdism is
established. Several neurological features were described in
litterature [1,4]. Nonetheless, aseptic and lymphocytic meningitis
is un commun [4]. We report an unusual case of a woman with
concomitant lymphocytic meningitis and HT.

Case Report

A previously healthy 32-year-old woman was admitted to
hospital with fever and headache. Her previous family and
personal history was unremarkable. She had a 3 days history of
headache, dizziness, nausea and vomiting. She also complained
about photophobia and sonophobia.

Physical examination revealed fever at 38.5°C, heart beat
rate at 88 per minute, blood pressure at 100/70 mmHg, painless
thyroid goiter. Neurological examination showed a meningism
with no deficits.

In laboratory, full blood count, C reactive protein, urea,
creatinine, electrolytes, liver function tests were normal. Thyroid
function tests revealed a hyperthyroid state with reduced serum
levels of thyroid-stimulating hormone (TSH 0.001mIU/ml;
normal 0.40-4.0mIU/ml) and increased free T4 levels (35pmol/L;
normal 10.3-24.4pmol/l).
Furthemore, Lumbar puncture revealed a cell count of 190/
mm3 celle (mostly lymphocytes: 90%), low glucose and increased
protein (750 mg/dl) strongly suggestive of meningitis. The
culture of cerebrospinal fluid as well as blood cultures were
normal. High levels of anti-thyroid peroxidase antibodies were
present (1365IU/ml normal <70IU/ml). Cerebral computed
tomography was normal. Thyroïd ultrasound was suggestive of
thyroiditis. Screening espacially of herpes simplex virus, varicella
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zona virus, cytomegalovirus,, Epstein barr virus and human
immunodificiency virus was negative.

The diagnosis of HT associated to a lymphocytic meningitis
was made. The patient was treated with Thiamazole (20mg
daily) and beta blocker (40mg daily). Her neurological features
improved within few days and she was discharged. Two years
later, neurological relapse did not accur.

Discussion

HT is the most common thyroïd disease [1,2]. It is more 8
times more frequent in women than men [1,2]. Hashimoto’s
encephalopathy is a scarce syndrome associated with HT. The first
case diagnosed with Hashimoto’s encephalopathy was reported
in 1966 [5,6]. The clinical findings are various ranging from
behavior changes, cognitive impairement, seizures, pyramidal
syndrome, involuntary movements, confusion, stroke events,
memory loss, coma and psychosis [6]. Our patient has none
of these neurological manifestations. She presented with HT
associated to a lymphocytic meningitis. In fact, high protein levels
are found in up to 85% of patients diagnosed with an Hashimoto’s
encephalopathy [4,6-8].
A antithyroid peroxidase antibody is the most found antibody
[8]. Besides, abnormal levels of thyroid antibodies can be found in
cerebrospinal fluid in case of Hashimoto’s encephalopathy [6,10].
In deed, High fever and hyperthyroidism made it difficult to
distinguish this condition from viral encephalitis or thyroid storm,
like in our case. In the litterature, only one case was reported
describing a patient with febrile Hashimoto’s encephalopathy and
thyrotoxicosis [9].

Hashimoto’s encephalopathy respondes well to glucocorticoids
and other immunosuppressive drugs [4,6,10,11].
Neurological and psychiatric features associated to
hyperthyroidism usually improves when the disease is rapidly

Endocrinol Metab Int J 2017, 4(4): 00096

Lymphocytic Meningitis, A Rare Feature of Hashimoto’S Thyroiditis: A Case Report

contolled. A late diagnosis or inadaquate management of the
disease can lead to irreversible psychiatric and neurological
sequelae [10,11]. Our patient responded well only to antithyroid
drug and had no relapse of meningitis within 2 years.
To our knowldge, we reported the first case of febrile
lymphocytic meningitis associated with HT. Therefore, we should
screen antithyroid antibodies in cases of meningoencephalopathy.
HT may be thereby, misdiagnosed and late treated and should be
cautiously investigated.
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