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ED QUICK QUIZ 

WHAT IS THE DIAGNOSIS? 

BACKGROUND 

A 32 year old man presents to the emergency department confused and complaining of a 

headache. Very little other history is available. 

Observations 

HR 85, BP 130/62, RR 18, SpO2 98% on air, temperature 38.7 degrees, BM 5. 

Examination 

He is drowsy and disoriented in time and place – GCS is E3 V4 M6 = 13. His neck is 

somewhat stiff. There are no signs of head injury and there is no focal neurology. 

While looking in his mouth you notice oral candidiasis and white plaques on the side of his 

tongue. There is widespread lymphadenopathy. You also notice several pigmented skin 

lesions (see below) and there are lots of track marks from venepuncture. CT brain shows: 

  

QUESTIONS 

1. What is your diagnosis? 

2. How will you manage this patient? 
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ANSWERS & DISCUSSION 

1. Diagnosis 

Presentation with headache, confusion and fever suggests encephalitis. In addition, this 

patient has evidence of injecting drug use, Kaposi’s sarcoma and other signs of 

immunocompromise, so undiagnosed HIV infection is a possibility. The most common CNS 

infection in HIV is the intracellular protozoan parasite Toxoplasma gondii. It is acquired 

through ingestion of infectious oocysts in soil, cat litter or poorly prepared meat from an 

infected animal. The oocysts invade the GI mucosa, disseminate through the body and 

encyst in nucleated cells. In healthy individuals it is asymptomatic and latent infection 

persists for life. 

 

Reactivation can occur in HIV positive individuals when the CD4 count falls below 100. It can 

cause infection in any organ, though the CNS and retina are the most common sites. 

Disseminated infection can also present with septic shock.  
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Definitive diagnosis of toxoplasmic encephalitis requires CNS biopsy. However biopsy can be 

avoided if a presumptive diagnosis is made by the presence of: 

 CD4 count <100 

 Absence of toxoplasma prophylaxis 

 Presence of a compatible clinical syndrome 

 Positive T. gondii IgG 

 Typical imaging appearance 

Imaging reveals ring-enhancing lesions on CT or MRI. MRI is more sensitive: 

 

Other possibilities include: 

 Viral encephalitis 

 HIV associated encephalitis 

 CNS lymphoma 

 Mycobacterial infections 

 Cryptococcosis 

 Bacterial abscess 

 Progressive multifocal leukoencephalopathy 

2. Management 

Following initial assessment this man should be commenced on aciclovir and antibiotics for 

intracranial infection. Following CT the possibility of toxoplasmosis should be discussed with 

the Infectious Diseases doctor on call. Treatment is usually with pyrimethamine and 

sulphadiazine but these are unlikely to be available in the emergency department and the 

diagnosis is not yet confirmed. Avoid lumbar puncture as the CT shows mass lesions. 

 


