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ABSTRACT

Mitochondrial encephalomyopathy with lactic acidosis and stroke-like episodes (MELAS) is a group of maternally

inherited disorders caused by mutations or deletions in mitochondrial genes characterized by metabolic stroke,

seizures, cognitive decline, lactic acidosis, ragged-red fibers, headache, vomiting and in 80% of cases it occurs

due to the mtDNA variant m.3243A>G. Here, we present case history of a 17-year-old boy who was diagnosed

with MELAS syndrome, whose brain magnetic resonance spectroscopy showed decreased N-acetylaspartate

and choline peak and markedly increased lipid and lactate peak. Genetic study revealed positive mutation

variant in subunit-5 of the respiratory chain (MT-ND5) which is reported in MELAS.

Key words: MELAS, mtDNA, convulsion, stroke-like episodes, blindness, MT-ND5 mutation, lactic acidosis.

BIRDEM Med J 2026; 16(2): 100-103

DOI: https://doi.org/10.3329/birdem.v16i2.91903

Author information

a. Md. Rezwanul Haque, Specialist, Neurology, Bangladesh Specialized Hospital PLC, 21 Shyamoli, Mirpur Road, Dhaka-1207, Bangladesh.

b. Asif Mohammad Abdullah, Ahad-Ul-Islam Ahad, Senior Medical Officer, Neurology, Bangladesh Specialized Hospital PLC, 21
Shyamoli, Mirpur Road, Dhaka-1207, Bangladesh.

c. Narayan Chandra Kundu, Professor and Head, Department of Neurology, Shaheed Suhrawardy Medical College & Hospital,
Dhaka, Bangladesh and Consultant, Neurology, Bangladesh Specialized Hospital PLC, 21 Shyamoli, Mirpur Road, Dhaka-1207, Bangladesh.

Address of correspondence: Md. Rezwanul Haque, Specialist, Neurology, Bangladesh Specialized Hospital PLC, 21 Shyamoli,
Mirpur Road, Dhaka-1207, Bangladesh. Email: rezwan0103@gmail.com

Received: October 20, 2025

Revision received: March 15, 2026

Accepted: May 1, 2026

INTRODUCTION

Mitochondrial encephalomyopathy with lactic acidosis
and stroke-like episodes (MELAS) is a rare, progressive
mitochondrial disorder caused by maternally inherited
mutations in mitochondrial DNA (mtDNA) characterized
by diverse clinical manifestations that develop gradually,
including strokes, headaches, seizures, cognitive
decline, hearing loss, visual impairment, muscle
weakness etc. MELAS is diagnosed according to the
Japanese1 or Hirano criteria.2 The TL1m.3243A>G
mutation in their mtDNA occurs in 80% of MELAS
patients, with an incidence of <“8 to 236/1,00,000
population.3,4 Even if genetic testing comes out to be
inconclusive, current guidelines do not encourage
invasive testing, such as skeletal muscle biopsy.5 Rarely,
random mutations without a family history may cause
MELAS. Although the exact cause of the stroke-like
episodes in MELAS is still unknown, recent research
has suggested that endothelial cell mitochondrial failure
may be the cause of small vessel angiopathy.6 This

disorder is among the most difficult to diagnose because
it is uncommon and has a complicated clinical
appearance. It is particularly challenging to distinguish
between MELAS and an ischemic stroke.7 Despite their
widespread prevalence, they are still frequently under
diagnosed particularly in low- and middle-income
nations. This case is a classic example of the progression
of the disease, with clinical relapses and fluctuant
lesions similar to ischemia on neuroimaging.

CASE REPORT

A 17-year-old boy presented with repeated attacks of
convulsion. Convulsion first started from 2019 which
involved all limbs simultaneously with tongue biting and
urinary incontinence but without any premonitory
symptoms, eye rolling or head turning towards any side.
There was no history of headache or fever during or
preceding the illness. There was no family history of seizure
attack, no parental consanguinity. Mother and grandmother
from the mother’s side were clinically unaffected (Figure 1).
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Routine biochemistry, magnetic resonance imaging
(MRI) of brain with epilepsy protocol and
electroencephalography (EEG) were non-informative. He
was prescribed sodium valproate 300 mg twice daily.
With anti-seizure medication patient was free of
convulsion for almost 1 year. After 1 year, he again
developed convulsion of similar nature and was treated
conservatively. As his seizure frequency was increasing
despite taking regular dose of sodium valproate, dose
was increased from 300 mg twice daily to 500 mg twice
daily. Thereafter, he had convulsions 3-5 episodes per
year until few months back. Each of this convulsions
was preceded by feeling of uneasiness, was of short
duration (1-2 min), started with head turning, right-sided
facial grimacing and eye deviation with gradual
involvement of all limbs, tongue biting, salivation
followed by confusion. Serum valproic acid level was
done which was in the therapeutic range.

In 2022, he developed right sided weakness and was
initially diagnosed as a case of ischemic stroke. Evaluation
of early age onset of stroke revealed protein C and protein
S deficiency for which anti-coagulant was started. His
serum lactate level was persistently high in several
subsequent measurements which did not come down to
reference (2.1 mmol/L) value (17.4 mmol/L in 2022, 11.2
mmol/L in 2023, 8.7 mmmol/L in 2024).  Despite taking
anti-epileptic and anti-coagulant, patient developed
bilateral (right>left) painless diminished vision, headache
and vomiting in 2024. There was no history of fever or
any recent vaccination. Again his serum lactate level was
higher in value (4.1 mmol/L). MRI of brain (DWI
sequence) showed fairly large recent hypointense
shadow in left occipital lobe and small recent hypodense
shadow in right occipital and frontal lobe in 4D view
(Figure 2). Magnetic resonance spectroscopy of brain
showed decreased N-acetylaspartate and choline and
markedly increased lipid and lactate peaks in area of
hypodense shadow (Figure 3).

Visual disturbance gradually improved to near normal
within one month. So, after adequate counselling, we

Figure 2. Magnetic resonance imaging of brain (DWI
sequence) showing hypointense shadow in left occipital lobe

Figure 3. Magnetic resonance spectroscopy of brain
showing markedly increased lipid and lactate peaks in
area of hypodense shadow with decreased N-
acetylaspartate and choline peak
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went for genetic testing which showed positive mutation
variant in subunit-5 of the respiratory chain (MT-ND5)
which is reported in MELAS (Figure 4).



 So, MELAS was diagnosed and sodium valproate was
substituted by levetiracetam. Coenzyme Q10, L-arginine,
rivoflavin, thiamine, L-carnitine and lipoic acid were
prescribed. There was no episode of convulsion after
the start of above mentioned medications till date.

DISCUSSION

MELAS is one of the most common maternally inherited
mitochondrial disorders. This condition is mainly related
to a mutation involving an adenine-to-guanine transition
at position 3243 of mtDNA (m.3243A>G) within the
MTTL1 gene, which encodes tRNALeu (UUR).8-10 The
MELAS study group committee has established
diagnostic criteria that incorporate clinical, laboratory
and genetic testing parameters.11

Category A: Clinical Findings of episodes similar to
stroke, headache with vomiting, seizures, hemiplegia,
cortical blindness and acute focal lesion observed by
brain imaging.

Category B: Evidence of mitochondrial dysfunction,
such as high lactate levels in plasma and cerebral spinal
fluid or deficiency of mitochondrial-related enzyme
activities, mitochondrial abnormalities in muscle biopsy,
definitive gene mutation related to MELAS.

Definitive diagnosis of MELAS: Two items of
Category A and two items from Category B (four items
or more).

Suspicion of the diagnosis of MELAS: One item
from Category A with two items from Category B (at
least three items).

According to above mentioned category, our patient
was diagnosed as a definitive case of MELAS,
presented with headache, vomiting, seizures, hemiplegia,

cortical blindness, high plasma lactate levels, high lactate
peak in cortical lesions and definitive MD NT5 gene
mutation.

This mutation disrupts mitochondrial protein synthesis,
leading to reduced energy production and multi-organ
dysfunction. Energy deficiency can stimulate
mitochondrial proliferation, which in blood vessels
causes angiopathy, impairs blood flow and leading to
complications such as stroke-like episodes.
Furthermore, deficiency of nitric oxide (NO), resulting
from decreased precursors such as arginine and citrulline,
oxidative stress, and mitochondrial dysfunction
exacerbates these issues by altering vascular function.12

In a study by Cox BC et al.13 a total of 81 patients were
analysed, including those with MELAS and those with
positive genetic markers but not meeting the full clinical
criteria. Patients were divided into MELAS, non-
MELAS symptomatic and asymptomatic groups based
on their symptoms and genetic findings. MELAS was
also classified as ‘standard-onset’ if the initial stroke-
like episode occurred before age 40 and as ‘late-onset’
otherwise. It revealed that MELAS patients had a
significantly lower body mass index. Symptomatic non-
MELAS patients often presented sensory neural hearing
loss as an initial symptom, while MELAS patients had
higher rates of seizures and a shorter survival time.
Standard-onset MELAS was associated with greater
neurological involvement at onset. Furthermore, patients
with late-onset MELAS had higher rates of diabetes
and nephropathy and were affected in more organ
systems. In this patient, seizures followed by stroke like
episodes and vision loss.

Figure 4. Genetic study (Next generation sequencing test- whole mitochondrial genome sequencing) showing
positive mutation variant in subunit-5 of the respiratory chain (MT-ND5)
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Conclusion

MELAS is a rare, inherited and progressive disease that
affects multiple organ systems. Awareness of this
condition is essential when evaluating stroke-like
episodes in young patients. The timely diagnosis,
genetic counseling, comprehensive evaluations and
regular follow-up are crucial to improving the quality of
life of the affected patients.

Authors’ contribution: MRH managed the case, did
literature review and drafted the manuscript. AMA and
AIA helped in literature review and drafting manuscript.
NCK supervised managing the case and revised the
manuscript. All authors read the final manuscript and
approved it.

Consent: Informed written consent was taken from
patient for publication of these case report and any
accompanying images.

Conflicts of interest: Nothing to declare.

REFERENCES

1. Yatsuga S, Povalko N, Nishioka J, Katayama K, Kakimoto
N, Matsuishi T, et al. for MELAS Study Group in Japan.

MELAS: a nationwide prospec tive cohort study of 96

patients in Japan Biochim Biophys Acta 1820;2012:619-

24.

2. Hirano M, Ricci E, Koenigsberger MR, Defendini
R, Pavlakis SG, DeVivo DC,  et al. MELAS: an original

case and clinical criteria for diagnosis. Neuromuscul Disord

1992;2:125-35.

3. Rosenberger FA, Moore D, Atanassov I, Moedas MF,

Clemente P, Végvári Á, et al. Inheritance of the

m.3243A>G mutation. JIMD Rep (2013) 8:47-50.

4. Marques-Matos C, Reis J, Reis C, Castro L, Carvalho M.

Mitochondrial encephalomyopathy with lactic acidosis

and strokelike episodes presenting before 50 years of age:

when a stroke is not just a stroke. JAMA Neurol 2016;
73:604-6.

5. El-Hattab A. W, Almannai M, Scaglia F. MELAS. In A. W.

El-Hattab, M. Almannai, & F. Scaglia, Gene Reviews.

Seattle: University of Washington. Sunde K, Blackburn

PR, Cheema A, Gass J, Jackson J, Macklin S, et al. Case

report: 5 year follow-up of adult late-onset mitochondrial
encephalomyopathy with lactic acid and stroke-like

episodes (MELAS). Mol Genet Metab Rep 2016 Nov 18;9:

94-7.

6. Khandwala K, Ahmad A, Sheikh T. MELAS: A complex

and challenging diagnosis. J Coll Physicians Surg Pak 2018

Mar;28(3):S46-S48.

7. Acquaah J, Ferdinand P, Roffe C. Adult-onset

mitochondrial encephalomyopathy, lactic acidosis and

stroke like episodes (MELAS): a diagnostic challenge.

BMJ Case Rep 2024; 17(2): e256306.

8. Lee HN, Eom S, Kim SH, Kang HC, Lee JS, Kim HD, et al.

Epilepsy Characteristics and Clinical Outcome in Patients
With Mitochondrial Encephalomyopathy, Lactic Acidosis,

and Stroke-Like Episodes (MELAS). Pediatr Neurol 2016;

64: 59-65.

10. Demarest ST, Whitehead MT, Turnacioglu S, Pearl PL,

Gropman AL. Phenotypic analysis of epilepsy in the

mitochondrial encephalomyopathy, lactic acidosis, and
stroke like episodes-associated mitochondrial DNA

A3243G mutation. J Child Neurol 2014; 29(9): 1249-56.

11. Yatsuga S, Povalko N, Nishioka J, Katayama K, Kakimoto

N, Matsuishi T, et al. MELAS: a nationwide prospective

cohort study of 96 patients in Japan. Biochim Biophys

Acta 2012; 1820(5): 619-24.

12. Fan HC, Lee HF, Yue CT, Chi CS. Clinical Characteristics

of Mitochondrial Encephalomyopathy, Lactic Acidosis,

and Stroke-Like Episodes. Life (Basel) 2021; 11(11): 1111

13. Cox BC, Pearson JY, Mandrekar J, Gavrilova RH. The

clinical spectrum of MELAS and associated disorders across

ages: a retrospective cohort study. Front Neurol 2023;14:
1298569

Birdem Medical Journal Vol. 16, No. 2, May 2026

103


