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INTRODUCTION 

Cryptococcosis is a common opportunistic infection in people with 
Acquired Immunodeficiency Syndrome (AIDS), but it can also happen 

to those who aren’t immunocompromised. Cryptococcus neoformans, 
the ubiquitous encapsulated yeast, is responsible for the majority of cases, 
while Cryptococcus GATTII is responsible for a lower number of cases, 
frequently in immunocompetent people. The most prevalent symptom 
is severe meningoencephalitis; nevertheless, pulmonary cryptococcosis 
in HIV-positive people is underdiagnosed, and without treatment, it can 
lead to severe widespread disease. In other immunocompromised patients, 
the natural history of pulmonary Cryptococci infection is likewise one of 
dissemination and progression, whereas immunocompetent patients may 
present with more localized, self-limiting disease.

Although severe respiratory failure has been documented in both 
immunocompromised and immunocompetent patients, the most common 
symptom is nonspecific respiratory symptoms. The underlying immunological 
condition of the patient influences the radiological appearance, which 
is diverse and vague. Isolation of Cryptococcus from a lung specimen, or 
detection of cryptococcal antigen in a pulmonary specimen, together with 
relevant clinical, radiological, and histological findings, is used to make a 
diagnosis. For severe infections, amphotericin B+/- flucytosine is indicated, 
but fluconazole is the preferred treatment for mild and localized infections. 
After the CNS, the lungs are the most commonly known body location 
for Cryptococci illness. The predominant manifestation of cryptococcosis 
is pulmonary cryptococcosis, which can occur without extrapulmonary 
disease or in conjunction with disseminated or meningoencephalitis. 
Individuals with underlying immunodeficiency or chronic lung illness are 
more likely to develop symptomatic pulmonary cryptococcosis. Despite this, 
pulmonary cryptococcosis in people without known risk factors has been 
frequently documented, and infection due to C. gattii appears to be more 
common. In one research of HIV-negative cryptococcal patients, 15% of 
those who developed pulmonary cryptococcosis had no underlying illness. 
Among AIDS patients with cryptococcal meningoencephalitis, pulmonary 
cryptococcosis has been recorded in a large number of patients (10%-55%).

The nonspecific aspects of pulmonary disease, as well as variability in 
diagnostic evaluation within cohorts, may account for this heterogeneity. 
Adults with primary pulmonary cryptococcosis were first described in case 
reports and series in the 1960s. The chronic, generic nature of pulmonary 
cryptococcosis, as well as its proclivity for affecting elderly white men, were 
underlined in early accounts. Although primary pulmonary cryptococcosis 
can affect seemingly healthy people, there are a number of underlying 
diseases that have been identified as risk factors (in addition to HIV). 
Corticosteroid use, chronic lung illness, Cushing syndrome, diabetes 
mellitus, cancer, TB, rheumatologic disease, and chronic obstructive 
pulmonary disease are just a few of them. The majority of individuals 
with pulmonary cryptococcosis have a lymphoid malignancy, as well as 
corticosteroid use and lymphopenia. Anti–tumor necrosis factor therapy has 
been linked to pulmonary cryptococcosis, similar to tuberculosis and other 
endemic mycosis, according to reports from the mid-2000s. Cryptococcosis 
was found in 39% of individuals with primary lung illness in a multi-center 
study of organ transplant recipients.  Primary pulmonary cryptococcosis is 
also disproportionately more common in the C. gattii outbreak in British 
Columbia, where it is the most common form of presentation. Despite this, 

the exact presentation of C. gattii disease may still be largely determined 
by the immunological condition of the patient. The major presentation of 
cryptococcosis in children is pulmonary illness, which has been documented 
in both immunocompetent and immunocompromised children. 60,131 
Infected children typically experience chronic respiratory symptoms (cough, 
fever, chest pain, and weight loss) and are treated for bacterial pneumonia 
before the diagnosis is detected. A preference for lower lobe lung disease was 
discovered in one study of pulmonary cryptococcosis in children, with the 
majority of the children being asymptomatic, immune impaired, and male. 
Children may be asymptomatic, with the diagnosis discovered after imaging 
was done for another cause. As a result of imaging to evaluate for metastases, 
several typical cases of juvenile pulmonary cryptococcosis in the context of 
soft tissue cancer were discovered. These children were all lymphopenic and 
had lung nodules that were initially assumed to be metastatic illness.

Over the course of three months, a 44-year-old man had mild dyspnea 
on exercise and a progressive deterioration of cough and white sputum with 
occasional blood streaks, with no obvious cause and no chest pain, chills, 
or fever. . In the right hilum and upper-right field of his lung, a Computed 
Tomography (CT) scan revealed two probable malignant tumours. His 
symptoms had not improved after four days of antibiotic treatment. The 
pathology of a percutaneous lung puncture biopsy revealed dispersed spores 
in the absence of malignant tumour cells, indicating a fungal infection. 
Percutaneous lung puncture biopsy was conducted ten days later, guided 
by color Doppler ultrasound, and the pathology revealed interstitial tissue 
hyperplasia and scattered Cryptococcus’s. Furthermore, acid-fast staining 
was negative whereas periodic acid Schiff (PAS) staining was positive.

The patient had previously been in good health. One of his neighbours, 
he said, has been feeding pigeons for a long time. His temperature was 
36.5 degrees Celsius when he was admitted, his breathing was calm, and 
auscultation revealed that his bilateral lungs were clear, with no wheezing, 
rales, or rhonchi. His total blood count was 10.56litre 109/litre, and his 
nitrogen level was 76.4%. Carcinoembryonic antigen, cancer antigen 125 
(CA125), CA19–9, neuron-specific enolase, squamous cell carcinoma, and 
cytokeratin 19 were all shown to be normal in the blood. After that, the 
patient was tested for an underlying immunosuppressive condition. An 
HIV test using an enzyme-linked immunosorbent assay came back negative. 
The total lymphocyte, CD4 and CD8 counts, as well as serum complement 
and immunoglobulin levels, were all within normal limits. Sputum smears 
for acid-fast bacilli, fungi, and triple sputum smears were all negative. A 
Cryptococcus antigen latex agglutination test revealed a titer of 1:1,280 
for Cryptococcus antigen. FDG-PET-positive multiple lung masses with a 
maximal standardized uptake value of 9.41 in the upper-right lobe of the 
lung and 9.86 in the right hilum and mediastinal enlarged lymph node were 
discovered during a PET/CT scan. A significant new mass was discovered 
on the lower trachea right wall via fiberoptic bronchoscopy; it blocked 
most of the right major bronchus, leaving just a gap and bleeding easily 
when touched). This look was indicative of cancer. The right intermediate 
bronchus was unrestricted, with light-yellow, highly viscous secretions totally 
clogging the nozzles of the lower lobe, as seen with the bronchoscope. . 
Four days later, C. neoformans was found growing in the neoplasm biopsy 
tissue culture; it was moderately sensitive to fluconazole and sensitive to 
amphotericin, itraconazole, and voriconazole. As a result, the patient was 
prescribed itraconazole (400 mg daily) as an antifungal treatment.
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Cryptococcosis is a serious opportunistic fungal illness that can affect 
anyone, especially those who are immunocompromised. The most 
prevalent symptom of cryptococcosis is meningitis; nevertheless, 
cryptococcal lung disease is likely underdiagnosed, necessitating 
understanding of epidemiology, diagnosis, and treatment. Asymptomatic 
colonization or infection to severe pneumonia with respiratory failure is all 
symptoms of Cryptococci lung disease. The clinical appearance of 
pulmonary Cryptococcus’s is exceedingly variable, and it is frequently 
linked to the patient's immunological condition. Many major clinical trials 
have been conducted to outline the therapy of Cryptococci meningitis in 
AIDS patients, but there is a scarcity of therapeutic data for patients with 
Cryptococci lung disease. The degree of clinical sickness and the host 
immunological status are used to make treatment recommendations for 
Cryptococci lung disease. Fluconazole therapy is suggested for patients 
with less severe illness. Induction therapy with an amphotericin B 
preparation and flu cytosine, followed by fluconazole as consolidation and 
maintenance therapy, is advised for immunocompromised individuals or 
those with severe illness. Inhalation of soil infected with the encapsulated 
yeasts Cryptococcus neoformans or Cryptococcus gattii causes 
Cryptococcus’s, a pulmonary or disseminated infection. Pneumonia, 
meningitis, or skin, bone, or visceral involvement is all possible symptoms. 
The diagnosis is clinical and microscopic, with culture or fixed-tissue 
staining confirming the diagnosis. When necessary, azoles or amphotericin 
B, with or without flu cytosine, are used to treat the infection. C. 
neoformans has a global distribution and can be found in soil polluted 
with bird droppings, notably pigeon droppings. Cryptococcosis has a 
number of risk factors. 
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Cryptococcosis (usually linked with CD4 cell levels of 100/mcL) is 
a hallmark opportunistic infection for AIDS. C.gattii is mostly found in 
trees, particularly eucalyptus, and, unlike C. neoformans, is not found in 
birds.

It is also more likely to infect immunocompetent hosts. However, findings 
from a small Canadian study of C. gattii infections suggested that the disease 
was more likely to strike immunocompromised people (e.g., those with HIV/
AIDS, those with a history of invasive cancer, or those who were treated with 
corticosteroids) or people with other lung disorders, were 50 years old, or 
smoked tobacco. C. 

gattii outbreaks have been reported in the Pacific Northwest, Papua New 
Guinea, northern Australia, and Europe's Mediterranean region. 
Cryptococcus’s Pathophysiology because Cryptococcus’s is spread through 
inhalation, it usually affects the lungs. Many individuals have asymptomatic, 
self-limiting initial lung lesions when they first come in. Even without 
antifungal medication, isolated pulmonary lesions in immunocompetent 
patients frequently cure spontaneously without propagating. Cryptococcus 
may propagate after inhalation, most commonly to the brain and meninges, 
where it manifests as microscopic multifocal intracerebral lesions. Granulomas 
in the meninges and bigger localized brain lesions may be visible. Although 
pulmonary involvement is rare, Cryptococci meningitis is life-threatening and 
necessitates prompt treatment. Skin, the ends of long bones, joints, the liver, 
spleen, kidneys, prostate, and other tissues may all have focal sites of 
dissemination. These lesions, with the exception of those in the skin, normally 
cause few or no symptoms. Renal papillary necrosis is a rare complication of 
pyelonephritis.

Acute inflammatory alterations are mild or absent in involved tissues, which 
generally include cystic masses of yeasts that seem gelatinous due to 
accumulating Cryptococci capsular polysaccharide. Cryptococcosis Symptoms 
and Signs.

Cryptococcosis symptoms vary depending on the affected location.The nerve 
system of the central nervous system because the inflammation isn't severe, the 
patient usually has a low-grade fever or none at all, and meningioma’s is rare. 
Cryptococcal meningitis might have little or no symptoms in AIDS patients, 
although it usually causes headaches and can lead to a gradual change in 
mental status. Most symptoms of Cryptococci meningitis are nonspecific 
because they are caused by cerebral edema (eg, headache, blurred vision, 
confusion, depression, agitation, and other behavioral changes). Focused 
symptoms, with the exception of ocular or facial palsies, are uncommon until 
late in the course. Blindness can occur as a result of edema in the brain or 
direct involvement of the optic pathways.
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