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Abstract 

A 50-year-old male underwent liver transplantation due to cryptogenic cirrhosis and was 

admitted with severe pain in the left leg as well as phlogosis. Amoxicillin/clavulanic acid was 

prescribed, assuming bullous erysipelas. Among the tests performed, the latex agglutination 

test for the Cryptococcus sp. antigen was positive, and in both the blood culture and blister 

culture Cryptococcus sp. was isolated. Daily fluconazole was started. Even though liposomal 

amphotericin B has been started on the fifth day of hospitalization, the patient progressed to 

death. © 2016 The Author(s) 
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Introduction 

Cryptococcosis is a significant infection with high mortality in solid organ transplant re-
cipients [1]. Most cases occur in immunosuppressed hosts, including patients with 
HIV/AIDS, patients receiving immunosuppressing drugs, and solid organ transplant recipi-
ents [2, 3]. Primary cryptococcosis of the skin is very rare, and cryptococcal skin disease 
should therefore be interpreted as a sign of systemic cryptococcal infection [4]. Cryptococcal 
skin disease can manifest itself in a variety of ways, each of which is uncharacteristic for 
Cryptococcus sp. [4, 5]. Erysipelas is a very uncommon form [2, 6]. 

We describe a case of disseminated cryptococcal infection in a liver transplantation pa-
tient with a clinical presentation of bullous erysipelas in the lower limb that rapidly culmi-
nated to a fatal outcome. 

Case Report 

A 50-year-old male underwent liver transplantation in October 2010 due to cryptogenic 
cirrhosis. After 13 months, he started to present clinical and laboratory signs consistent with 
liver rejection, such as fever, abdominal pain, jaundice and an increase in hepatic enzymes. 
After 7 days of hospitalization and readjustment of immunosuppressive therapy doses, he 
was discharged with clinical and laboratory regression of liver rejection. After 4 months, he 
sought the hospital with a 1-week history of severe pain in the left leg, associated with ede-
ma, local heat and redness with discrete blisters in the distal third of this limb (fig. 1). Amox-
icillin/clavulanic acid 1,000/200 mg EV, three times a day, was prescribed due to the as-
sumption of bullous erysipelas; 3 days after starting antibiotic treatment, there was persis-
tence of severe pain in the left leg and emergence of extensive ecchymosis and erosion of 
blisters. 

Among the tests performed, the latex agglutination test for the Cryptococcus sp. antigen 
was positive, and in both the blood culture and blister culture Cryptococcus sp. was isolated. 
Fluconazole 800 mg daily was started. Even though liposomal amphotericin B 5 mg/kg/day 
were started on the fifth day of hospitalization, in less than 12 h, the patient had a decreased 
level of consciousness (Glasgow Coma Scale 4) and was transferred to the intensive care 
unit. A cranial computed tomography scan with contrast was normal, and a lumbar puncture 
was performed. The cerebrospinal fluid was clear and colorless, no cells, 75 mg/ml protein, 
25 mg/ml glucose and the direct microscopy with Indian ink revealed structures consistent 
with Cryptococcus sp. The patient had onset of status epilepticus and on the 6 day of hospital 
admission; 36 h after the beginning of neurological symptoms, he progressed to death. 

Discussion 

Cutaneous lesions occur in 10–20% of all cryptococcal infections and are often an indi-
cation of disseminated infection [2, 7]. Clinical recognition is essential for timely initiation of 
therapy to minimize the morbidity and mortality of this potentially lethal fungal infection [1, 
3]. There is no pathognomonic finding for cryptococcal skin disease and incorrect initial 
diagnosis because atypical presentations may lead to inappropriate or significantly delayed 
treatment, thereby having an impact on the outcomes [2]. Initially, our patient was treated 
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for presumed bacterial erysipelas but due to the absence of response, direct examination 
and culture of a blister skin lesion showed the correct diagnosis. 

Treatment of cryptococcal erysipelas has been based on recommendations for dissemi-
nated disease and central nervous system disease, as no data from clinical trials are available 
[7]. Current recommendations suggest liposomal amphotericin B 3–6 mg/kg/day or ampho-
tericin B deoxycholate 0.5–1 mg/kg/day plus flucytosine 100 mg/kg/day for at least 14 days 
or until blood and cerebrospinal fluid cultures became sterile [7, 8]. 

Diagnosis of cutaneous manifestations of cryptococcosis can be challenging, as it can re-
semble more common bacterial infections, and a delay in appropriate diagnosis can lead to 
high morbidity and mortality rates. Clinicians should maintain a high index of suspicion for 
atypical pathogens, especially fungi, among patients with skin infection not responding to 
antimicrobial therapy.  

Statement of Ethics 

Informed consent for publishing the case was obtained from the patient. No animal experi-
ments were performed, nor was human research committee approval needed. 

Disclosure Statement 

The authors declare that there are no conflicts of interest. 

References 

1 Vilchez RA, Fung J, Kusne S: Cryptococcosis in organ transplant recipients: an overview. Am J 
Transplant 2002;2:575–580. 

2 Biancheri D, Kanitakis J, Bienvenu AL, Picot S, Morelon E, Faure M, et al: Cutaneous cryptococcosis in 
solid organ transplant recipients: epidemiological, clinical, diagnostic and therapeutic features. Eur J 
Dermatol 2012;22:651–657. 

3 Saha DC, Goldman DL, Shao X, Casadevall A, Husain S, Limaye AP, et al: Serologic evidence for 
reactivation of cryptococcosis in solid-organ transplant recipients. Clin Vaccine Immunol 
2007;14:1550–1554. 

4 Latino GA, Gago E, Vidau P, Vivanco B: Cutaneous cryptococcosis in a patient on chronic haemodialysis 
(in English, Spanish). Nefrologia 2012;32:697–698. 

5 Singh N, Forrest G; AST Infectious Diseases Community of Practice: Cryptococcosis in solid organ 
transplant recipients. Am J Transplant 2009;9:S192–S198. 

6 Horrevorts AM, Huysmans FT, Koopman RJ, Meis JF: Cellulitis as first clinical presentation of 
disseminated cryptococcosis in renal transplant recipients. Scand J Infect Dis 1994;26:623–626. 

7 Baer S, Baddley JW, Gnann JW, Pappas PG: Cryptococcal disease presenting as necrotizing cellulitis in 
transplant recipients. Transpl Infect Dis 2009;11:353–358. 

8 Franco-Paredes C, Womack T, Bohlmeyer T, Sellers B, Hays A, Patel K, et al: Management of 
Cryptococcus gattii meningoencephalitis. Lancet Infect Dis 2015;15:348–355. 

 
 

 

 

 

http://dx.doi.org/10.1159%2F000449365


 

Case Rep Dermatol 2016;8:250–253 

DOI: 10.1159/000449365 © 2016 The Author(s). Published by S. Karger AG, Basel 
www.karger.com/cde 

Gomes de Sousa et al.: Cellulitis in a Liver Transplant Patient as an Initial Manifestation of 
Disseminated Cryptococcal Disease 

 
 

 

 

253 

 

Fig. 1. a Initial aspect of erysipelas and b after the diagnosis of disseminated cryptococcosis. 
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