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Summary
Posterior reversible encephalopathy syndrome (PRES) is 
a neurological disorder characterised by parieto-occipital 
vasogenic oedema seen on MRI. Infection and sepsis has 
been reported as a possible cause for this disorder.
We present a 19-year-old immunocompetent Caucasian 
man with known type 1 diabetes mellitus who presented 
to the emergency department with acute onset of 
bilateral visual loss, headaches and hypertension; he 
had been discharged 2 weeks ago for severe diabetic 
ketoacidosis and Staphylococcus aureus bacteraemia. 
Initial CT scan of the head was negative, but MRI 
showed findings suggestive of PRES. He was treated with 
nicardipine drip for strict blood pressure management 
and symptoms resolved within 4 days. PRES is a rare 
disease that has been increasingly reported as MRI 
becomes more commonplace. Usually associated with 
immunological disease, pre-eclampsia and cytotoxic 
therapies but an association with sepsis due to gram-
positive bacteria.

Background  
Posterior reversible encephalopathy syndrome 
(PRES) is a neurological disorder characterised 
by parieto-occipital vasogenic oedema seen on 

MRI. It encompasses a constellation of symptoms, 
including vision loss, headaches, seizures and 
elevated blood pressure.1 A myriad of conditions 
has been associated with it, including immunolog-
ical diseases, pre-eclampsia, eclampsia, renal failure 
and cytotoxic drugs, but infection and sepsis has 
been reported as a possible cause for this disorder.2 

Case presentation
We present a case of a 19-year-old immunocom-
petent Caucasian man with known type 1 diabetes 
mellitus who presented to the emergency depart-
ment with acute onset of bilateral visual loss and 
headaches; he had been discharged 2 weeks prior 
after a prolonged hospital stay due to severe diabetic 
ketoacidosis (DKA) and methicillin-sensitive S. 
aureus (MSSA). Physical examination revealed a 
diaphoretic young adult in apparent distress due to 
headache with blood pressure of 220/115 mm Hg, 
respiratory rate of 20, heart rate of 105, tempera-
ture of 36.9 C, no nuchal rigidity, pupils equal and 
reactive to light, bilateral basal crackles on   chest 
auscultation, scrotal and pedal oedema, Glasgow 
Coma Scale 15/15. Laboratory data were remark-
able for glucose of 257 mg/dL. Cerebrospinal fluid 
disclosed white cell count of 5 x10^9/L , glucose of 
66 mg/dL and protein of 31 mg/dL. CT scan without 
contrast showed no acute intracranial pathological 
findings (figure  1). The  patient had a generalised 
tonic–clonic seizure while awaiting MRI, the find-
ings of which were consistent with PRES (figure 2). 
He was admitted to the intensive care unit with a 
nicardipine drip for strict blood pressure control 
and levetiracetam for seizure management. Symp-
toms resolved completely after 4 days of in-hos-
pital treatment and he was discharged home on 
antihypertensive and anticonvulsant therapy with 
levetiracetam, with instructions to follow-up with 
neurologist in 3 weeks.

Investigations 
►► CT scan of head.
►► MRI scan of brain.
►► Blood cultures.
►► Cerebrospinal fluid analysis.

Differential diagnosis
►► Multiple sclerosis.
►► Acute disseminated encephalomyelitis.
►► Human T cell leukaemia–lymphoma virus.
►► Infectious encephalomyelitis.

Figure 1  Head CT without any pathological findings at 
the same level that MRI (figure 2).
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►► Autoimmune or paraneoplastic encephalomyelitis.
►► Central nervous system vasculitis.

Treatment
►► Nicardipine drip.
►► Levetiracetam.

Outcome and follow-up
Patient's symptoms completely resolved, and was sucessfully 
discharged from the hospital with neurologist follow up.

Discussion
PRES is a rare disease that has been increasingly reported as MRI 
becomes more commonplace. Usually, it is associated with immu-
nological disease, pre-eclampsia and cytotoxic therapies but 
several case reports and a retrospective study done by Bartynski 
have demonstrated an association with sepsis, especially those 
caused by gram-positive bacteria.3 4 Our patient was admitted 
2 weeks prior to the presentation with severe DKA complicated 
with septic shock due to MSSA bacteraemia. Most cases of PRES 
exhibit visual disturbances, headaches, seizures and hyperten-
sion, all of which were manifested by our patient.5 Diagnosis 

is made based on clinical presentation and MRI findings.6 The 
mainstay of treatment remains symptomatic with strict including 
blood pressure control and seizure prevention.7 8 Prognosis is 
good, with most patients having a full neurological recovery 
within days, without any significant sequelae.9
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Learning points

►► Posterior reversible encephalopathy syndrome is a 
neurological disorder that causes vasogenic oedema 
diagnosed with MRI.

►► It’s usually associated to immunological disease, pre-
eclampsia and cytotoxic therapies, but sepsis, especially with 
gram-positive bacteria, has been linked to the disease.

►► There are no guidelines for treatment of this disease, but tight 
blood pressure and seizure control has been the mainstay of 
therapy.

Figure 2  MRI of the brain with T2 (A)/flair (B) signal within the posterior aspects of the parietal and occipital lobes bilaterally compatible 
with posterior reversible encephalopathy syndrome.
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