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Case Presentation 

A 60-year-old transgender woman with a past medical history of HIV/AIDS (CD4 92/CD4% 6.1, VL<50), 
treated chronic hepatitis C, chronic pain, anxiety, and neuropathy presented with acute altered mental 
status. She was previously independent in activities of daily living and was found down and aphasic after 
one day of decreased oral intake and a few days of diarrhea. 

On initial exam, she was cachectic and ill-appearing with hypertension, tachycardia, and c-spine 
tenderness. Her eyes were open but not tracking with preserved pupillary reflexes. Labs were significant 
for leukocytosis, lactic acidosis, and thrombocytopenia. Empiric coverage for meningitis was initiated with 
vancomycin, ampicillin, ceftriaxone, acyclovir, and dexamethasone. CT head showed mild ventricular 
dilatation, and CT abdomen and pelvis showed concern for L5 osteomyelitis. Blood cultures grew 
Streptococcus pneumoniae. MRI of the brain and lumbar spine revealed leptomeningitis with purulent 
material throughout the subarachnoid spaces and ventricles. Lumbar puncture findings were consistent 
with pneumococcal bacterial meningitis, and the patient was continued on ceftriaxone monotherapy. 

During hospitalization, the patient developed worsening neurologic status and was stroke activated with 
MRI showing multifocal embolic infarcts involving the bilateral basal ganglia and left temporal lobe. Her 
course was further complicated by nonconvulsive status epilepticus requiring management in the neuro 
ICU. Upon further imaging, an MRI of the brain demonstrated progressive inflammatory and ischemic 
changes involving the pons, basal ganglia, and deep white matter. Despite ongoing treatment, the patient 
developed progressive hypoxemia without clear radiographic pulmonary pathology and experienced 
clinical deterioration. She died on hospital day 27 from complications of severe disseminated 
pneumococcal infection. 

Discussion 

Streptococcus pneumoniae is the most common cause of community-acquired bacterial meningitis in 
adults. The incidence of invasive pneumococcal disease in HIV-infected patients is elevated at 173 cases 
per 100,000 population in the U.S., compared to 3.8 per 100,000 in adults aged 18-34 years and 36.4 
per 100,000 in those ≥65 years in the general population, representing a 19-fold increased risk. Risk 
factors for invasive pneumococcal disease in patients with HIV include CD4 count <500 cells/mm³, lack 
of antiretroviral therapy, detectable HIV viral load, lack of pneumococcal vaccination, alcohol use, 
smoking, and liver disease. In comparison to those without HIV, patients with HIV present with fewer 
classic meningeal symptoms (headache, neck stiffness) but higher rates of hypoglycorrhachia, elevated 
CSF protein, and abnormal neuroimaging. HIV-infected patients more frequently have seizures and 
bacteremia compared to uninfected individuals. Neurologic complications occur more frequently in those 
with HIV, including focal neurologic deficits and altered consciousness. Neurologic sequelae in survivors 
occur more often in those with HIV and include hearing loss, hemiparesis, aphasia, and ataxia. This 
patient’s course demonstrates the severe neurologic complications that can occur with pneumococcal 
meningitis in the setting of immunocompromise. The case reveals the aggressive and often fatal nature 
of invasive disease in patients with HIV/AIDS despite prompt treatment. 
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