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Introduction
We present an unusual cause of intracranial
mass lesions in an immuno-competent adult.

Case Description
A 55 year old British female presented with
right arm weakness, sensory loss, word finding
difficulties with facial droop and intranuclear
opthalmoplegia progressing over weeks.
She had been fit and well, an IT worker with
her only previous travel to the Canary Islands
and Aruba. Following investigation she was
referred to the infectious diseases department
with a working diagnosis of cerebral
toxoplasmosis.

Investigations
Routine bloods unremarkable, CT chest
abdomen pelvis no abnormality

MRI brain

Figure 1: Lesions seen in the right frontal lobe, posterior
fossa with lepto-meningeal enhancement and the left
internal capsule

Infectious disease review
Further investigations were undertaken.

Management
Treatment was commenced with ambisome
and doxycycline but ceased after 43 days due
to acute kidney injury despite hydration.
There was clinical improvement but imaging
showed a mixed picture, some lesions were
smaller, others progressed.
Oral posaconazole and tetracycline were
given next and subsequently isavuconazole.
Sensitivity testing suggested resistance to
tetracyclines and all azoles except
isavuconazole. Neurological symptoms
progressed with vomiting and extensive
weight loss and worsening appearance on
MRI brain. Ambisome was restarted with PEG
feeding and IV hydration for 12 months with
clinical and radiological improvement.
Following this maintenance doses 3 times
weekly continued for 6 months then
treatment stopped. The patient remains
under close monitoring but is clinically stable.

Challenges
There are only very few reports in the
literature of Prototheca causing intracerebral
lesions in immuno-competent patients. This
led to challenges with both diagnosis and
treatment. There is little evidence on
treatment strategies such as combination
therapy nor the optimal duration of
treatment. Decisions were made in this case
based on clinical improvement and MR
imaging, although this did remain
significantly abnormal when treatment was
discontinued.

The patient had prolonged hospitalisation,
suffered significant adverse effects and this
case has used significant resources given the
costs of hospitalisation, investigations and
medications.
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Histology was sent for expert review at St
Thomas Hospital:

Histology showed histiocytic-multi nucleated giant cells
and macrophages containing large circular structures with
a clear outer wall and red circular and granular bodies
identified. Outer walls stain positively with Grocott silver
and PAS stains, consistent with Prototheca infection

Prototheca PCR on tissue was positive for
Prototheca Wickerhamii

Given the unexpected diagnosis and that the
first biopsy was not sent for culture a second
biopsy was arranged. Prototheca was again
identified.
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Remember the importance of 
questioning the diagnosis when the 
clinical picture and results are not 

compatible and seek specialist 
opinions. The review of histology 

was key

Figure 2 
Grocott methenamine

silver stain showing 
fungal organisms

Figure 3
PAS stain showing cell 

wall of algae

Prototheca

• Unicellular achlorophyllic algae found 
in decaying plants
• Low virulence organism, uncommon in 
immunocompetent hosts
•Usually  causes cutaneous infection, 
olecranon bursitis or disseminated 
infection after traumatic inoculation 
•CNS infection very rare
•Little evidence on best therapy though 
amphoterocin appears effective
•No standardised methods for sensitivity 
testing
•Mortality of 2/3 in disseminated 
infection

Serology for HIV
Negative

Immunodeficiency screen Negative

Toxoplasma IgG Negative

Brain biopsy toxoplasma PCR Negative

Histology Suggestive of 
toxoplasmosis


