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ABSTRACT

We reported a case of cryptococcal meningitis presenting with bilateral optic neuropathy
in an immunocompetent patient. A 64-year-old Malay gentleman with no medical
comorbidities presented with acute bilateral blurring of vision for a week, which was
associated with generalised throbbing headache and low grade fever. He also had som-
nolence and altered consciousness. Visual acuity in both eyes was no perception of light
with poor pupillary reflexes. Extraocular muscle movements were normal. Anterior
segments were unremarkable bilaterally. Fundoscopy revealed bilateral optic disc
swelling. CT scan of the brain showed multifocal infarct, but no meningeal enhancement
or mass. Cerebrospinal fluid opening pressure was normal, while its culture grew
Cryptococcus neoformans. A diagnosis of cryptococcal meningitis with bilateral optic
neuropathy was made. Patient was treated with a six-week course of intravenous flu-
conazole and started concomitantly on a fortnight's course of intravenous amphotericin B.
After that, his general condition improved, but there was still no improvement in his
visual acuity. On reviewing at two months post-initiation of treatment, fundi showed
bilateral optic atrophy. Bilateral optic neuropathy secondary to cryptococcal meningitis
was rare. The prognosis was guarded due to the sequelae of optic atrophy. Anti-fungal
medication alone may not be sufficient to manage this condition. However, evidence
for other treatment modalities is still lacking and further clinical studies are required.
1. Introduction

Cryptococcus neoformans (C. neoformans) is the most
common life-threatening fungal pathogen, especially in thosewith
immunodeficiency[1]. Cryptococcal infection typically manifests
as meningitis with secondary ocular involvement. Ocular mani-
festations are found in about 40% of patients with papilloedema
being the commonest presentation[1]. We reported a case of
cryptococcal meningitis presenting with bilateral visual loss in
an immunocompetent patient.
2. Case report

A 64-year-old Malay gentleman with no previous medical
illness presented with acute onset of progressive blurring of
vision in both eyes for a week. It was associated with generalised
throbbing headache and low grade fever. Patient also had
somnolence and altered consciousness.

On examination, visual acuity in both eyes was no perception
of light with poor pupillary reflexes. Extraocular muscle move-
ments were normal. Anterior segment examination was unre-
markable in both eyes. The fundus showed bilateral optic disc
swelling. Neurological examination showed increased muscle
tone over all four limbs, but no lateralizing signs.

Urgent CT scan of the brain showed multifocal infarct at left
corona radiata, right cerebellum and right basal ganglia but no
meningeal enhancement or mass. Magnetic resonance imaging
of orbit and brain showed similar findings. Optic nerves
appeared to be normal bilaterally. Lumbar puncture revealed a
normal opening pressure. Culture of the cerebrospinal fluid grew
C. neoformans. HIV and other infective screening were other-
wise negative. A diagnosis of cryptococcal meningitis with
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bilateral optic neuropathy was made. Patient was started on
200 mg of intravenous fluconazole twice a day and 40 mg
(0.7 mg/kg) of intravenous amphotericin B once daily.

At the end of a two-week course of amphotericin B, together
with a concomitant six-week course of fluconazole, his general
condition improved with resolution of fever and restoration of
normal consciousness levels. However, the visual acuity in both
eyes was remained poor at no perception of light. Examination
of the fundi revealed bilateral optic atrophy.

3. Discussion

Cryptococcal meningitis, which is an infection of the brain
parenchyma and subarachnoid space by Cryptococcus spp.,
is the most common presentation of cryptococcal disease[2].
It is associated with significant morbidity and mortality[3].
C. neoformans is a fungus, which is commonly found in
decayed wood of various trees as well as the air and soil near
their tree hosts[4]. It has been identified as the main causative
organism in both immunocompromised and immunocompetent
patients[3,5,6].

The most common presentation of cryptococcal meningitis is
subacute headache and confusion[2]. Less frequently, patients
may also present with meningeal signs and seizures[7]. Visual
loss in cryptococcal meningitis has been postulated to occur
due to direct infiltration of the fungus or secondary to
papilloedema associated with intracranial hypertension[7,8].
Cerebrospinal fluid outflow obstruction at the arachnoid villi
by the organism polysaccharide capsule is the hypothesized
mechanism of the intracranial hypertension commonly seen in
cryptococcal meningitis[9,10].

Goldman et al.[11] reported a case of bilateral progressive
vision loss with concurrent headache and neck pain in a
patient with no co-morbidities. In that case, bilateral optic
neuritis was associated with leptomeningeal enhancement seen
on magnetic resonance imaging of the brain. Lumbar puncture
revealed high opening pressure and culture of the cerebrospinal
fluid grew Cryptococcus gattii. Seaton et al.[6] reviewed the
ocular complications of 82 immunocompetent patients with
C. neoformans meningitis and hypothesized that an immune-
mediated optic neuropathy may be responsible for the high
percentage of visual loss noted in the surviving patients. Our
case parallels the findings of that study in that our patient had a
poor visual outcome due to the development optic atrophy
following the optic disc swelling[6].

Cryptococcal meningitis, when left untreated, is almost always
a fatal disease. However, medical treatment with intravenous
amphotericin B and oral fluconazole has a guarded prognosis and
permanent neurological and ophthalmic sequelae is common[12,13].
Alleviation of the increased intracranial pressure may have a role.
Some treatments which had variable success in this area
have repeated lumbar puncture, cerebrospinal fluid diverting
procedures and optic nerve sheath fenestration[14,15]. Other
researchers have suggested that since the higher rate of visual
impairment experienced by immunocompetent patients with
cryptococcal meningitis may be related to their underlying cell-
mediated immunity and judicious use of immunosuppressive
medicationmay pre-empt a poor visual outcome[13,16]. It is obvious
that no single formula can be applied to the management of
cryptococcal meningitis, yet the optimal combination of
modalities remains to be determined.

Bilateral optic neuropathy secondary to cryptococcal men-
ingitis is rare. The prognosis is guarded due to the sequelae of
optic atrophy. Anti-fungal medication alone may not be suffi-
cient to manage this condition. However, evidence for other
treatment modalities is still lacking and further clinical studies
are required.
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