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Figure 1. Image of patient’s left ankle lesion.

Figure 3. MRI of the brain, demonstrating abnormal T2
signaling lining the ventricular wall. Used with permission
of Renee Y. Hsia, MD, MSc, Department of Emergency
Medicine, San Francisco General Hospital, University of
California San Francisco, San Francisco, CA.
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Figure 2. Close-up of left ankle.

[Ann Emerg Med. 2011;57:100.]

A 42-year-old white male patient status post-liver transplantation presented to the emergency department (ED) with altered mental
status, headache, nausea, and fatigue for several weeks. He denied fever, chills, photophobia, and neck stiffness. His medical history was
significant for autoimmune hepatitis, for which he received an orthotopic liver transplant 9 years ago. His immunosuppressive regimen
included mycophenolate mofetil, tacrolimus, and prednisone. His cellulitis had not responded to 3 courses of intravenous antibiotics, and
repeated wound and blood culture results were negative. Imaging studies were negative for abscess.

On presentation, the patient was afebrile, with normal vital signs. Physical examination was unremarkable except for swelling of
his left ankle, with a 1-X-2-cm crusted plaque over the medial malleolus, with surrounding erythema (Figures 1 and 2). His
neurological examination result was normal. Initial study results (blood work and computed tomography) conducted in the ED were
negative. Dermatology was consulted and a skin biopsy was performed.

For the diagnosis and teaching points, see page 103.
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DIAGNOSIS:

Cryptococcus neoformans. Culture of the skin lesion showed Cryprococcus neoformans. Brain magnetic resonance
imaging (MRI) showed abnormal signaling suggestive of meningitis, ventriculitis, and plexitis (Figure 3). Lumbar
puncture revealed cerebrospinal fluid titers of cryptococcal antigen, confirming the diagnosis of disseminated
cryptococcal infection. The patient began receiving intravenous fluconazole. Because of high antigen titers on
repeated lumbar punctures, amphotericin B and flucytosine were initiated, after which his cellulitis resolved and
mental status improved.

C neoformans is an encapsulated budding yeast found in high concentrations in pigeon droppings, as well as
soil, fruit, and other sources in nature.! Cutaneous cryptococcosis is rare, occurring in only 10% to 20% of
affected individuals.” The skin is the most frequent site of involvement in organ transplant patients receiving
certain immunosuppressant drugs.

Risk factors for disseminated disease include transplantation, cancers, corticosteroids, diabetes, or connective
tissue disease.” One study shows a 42% mortality rate in organ transplant recipients with cryptococcal infection.’
Skin findings can be a manifestation of disseminated disease, particularly in immunocompromised patients.
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