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since birth. Whether early surgical intervention for 
treatment of subdural hematomas prevents MCE is a 
matter of debate, and further prospective studies may 
be required to reach a conclusion.

Differential diagnosis includes porencephaly, glutaric 
aciduria Type  1, and hydranencephaly. Porencephaly 
presents as a smooth‑walled cavity without septations 
unlike MCE. Glutaric aciduria is differentiated on the 
basis of changes in sylvian fissures and biochemical 
alterations. Hydranencephaly results from CSF‑filled 
cerebral hemispheres with thinned out cortex.
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commonly presents as chronic meningitis in patients with 
impaired cellular immune response such as HIV.[1] One 
of the complications secondary to cryptococcal chronic 
meningitis is cerebral infarction. Cryptococcal meningitis 
presenting with stroke is rare, and most of these strokes 
are secondary to small vessel involvement.[2] Vascular 
involvement leading to cerebral infarction is secondary 
to direct toxic effect of the organism on vascular 
endothelium, antigen‑antibody complex deposition 
causing vasculitis, strangulation of vessels passing 
through the basal exudates.[3] Previously infarcts in 
patients with cryptococcal meningitis have been reported 
to be in basal ganglia, internal capsule, and thalamus and 
these tend to be multiple.[2,4] Whether the presence of 
such infarcts is related to an adverse outcome is not yet 
known. Although our patient had bilateral infarcts, with 
the initiation of amphotericin therapy, he had optimal 
clinical improvement. This case highlights the uncommon 

Sir,
A 59‑year‑old man without any previous vascular risk 
factors presented with 3‑month duration of headache 
and gradual worsening of his sensorium. At the time of 
presentation, he had a low Glasgow coma scale (10/15) 
and neck stiffness; the remaining clinical examination was 
unremarkable. On initial evaluation, he was diagnosed 
to have HIV infection and his CD4 count was 43 cells/uL. 
His serum venereal disease research laboratory was 
nonreactive. His cerebrospinal fluid (CSF) examination 
showed lymphocytic pleocytosis (CSF white blood cell: 
45/cumm, lymphocytes: 98%) and high protein  (CSF 
protein: 1190 mg/dL, CSF glucose: 10 mg/dL). India 
ink of CSF was positive for cryptococci  [Figure  1] 
and culture grew Cryptococcus neoformans  [Figure  2]. 
Magnetic resonance imaging of his brain showed 
meningeal enhancement and evidence of acute bilateral 
cerebellar infarcts [Figure 3a‑c]. Cryptococcal meningitis 

Cryptococcal meningitis presenting as acute onset 
bilateral cerebellar infarct

Nitin
Rectangle



Letters to the Editor

160	 Journal of Neurosciences in Rural Practice | January - March 2017 | Vol 8 | Issue 1

Figure 2: Sabouraud dextrose agar ‑ mucoid, cream color colonies of 
Cryptococcus neoformans
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presentation of cryptococcal meningitis with bilateral 
cerebellar infarcts. As per author’s knowledge, this is the 
first case report of acute onset bilateral cerebellar infarct 
in a patient with cryptococcal meningitis.
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Figure  1: India ink of cerebrospinal fluid  ×400,  clear halo around 
the organism denotes the presence of the capsule of Cryptococcus 
neoformans

Figure 3: Magnetic resonance imaging brain ‑ arrows showing multiple 
hyperintense foci on T2‑weighted images  (a) in bilateral cerebellar 
hemispheres which have increased signal on diffusion‑weighted 
images  (b) and low signal on apparent diffusion coefficient 
images (c) suggestive of acute infarcts
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