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with antibody to HTLV-1, none of whom were positive for GBV-
C RNA. Among the donors infected with HTLV-I, GBV-CRNA
was detected in 4.9% of 81 aged = 50 years, 3.1% of 226 between
30 and 49 years and none of 87 aged < 30 years.

These results indicate that the residents of Nagasaki infected with
HTLV-] are at high risk of infection with GBV-C increasing with
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Nosocomial Cryptococcus laurentii Fungemia
in a Bone Marrow Transplant Patient after Prophylaxis
with Ketoconazole Successfully Treated with Oral Fluconazole

With increasing immunosuppression due to antineoplastic thera-
py, organ transplantation, catheter insertion, dialysis and other
invasive diagnostic andd therapeutic procedures, systemic fungal
infections are observed more frequently [1]. Yeasts, mostly Can-
dida albicans and non-albicans Candida spp., but also Tricho-
sporon spp. and Malaessezia spp. may cause fungemias with or
without organ complications. In contrast, molds cause fungemias
only rarely (e.g Fusarium solani) [2]. Fungemia-assocciated
mortality in cancer patients is 50-70% [1, 2]. Patient isolation
and chemoprophylaxis with azoles are widely used in bone mar-
row transplantation (BMT) and leukemic patients to decrease
the incidence of fungal infections. Chemophrophylaxis with azo-
les aims at preventing infections with the most frequent patho-
gens, such as Candida spp. [3]. Despite prophylaxis, break-
through fungemias may occasionally appear mainly in heavily
immunosuppressed patients.

Here we describe breaktrough fungemia due to Cryptococcus
laurentii in a BMT patient despite prophylaxis with ketoconazo-
le. A Medline search did not reveal any previous reports on cryp-
tococcal fungemia in non-AIDS patients.

Case Report

A 17-year-old patient was neutropenic for 14 days (< 500 granu-
locytes per mm?3) without fever 1 month after autologous BMT.
He had received prophylaxis for 22 days with oral ketoconazole
200 mg b. d. plus ofloxacin 200 mg b. d. After recovery of his gra-
nulocyte count (> 1,000/mm?), he was transferred to an open
ward but after a week became febrile and received empiric thera-
py with ceftazidime plus teicoplanin and was afebrile on the next
day (24 h after beginning of antibiotic therapy). Blood cultures
drawn on the 3rd day of therapy grew yeastlike organisms, iden-
tified as C. laurentii (Vitek Jr. indentification systems, Vitek
Inc.). The central venous catheter was removed, and culture was
negative. The patient was treated orally with fluconazole 200 mg
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o. d. for 14 days.
The patients was still afebrile and showed no signs of dissemina-
ted infection. Follow-up for 4 months showed no relapse. This is
the first isolate of Cryptococcus spp. in our cancer centre in the
past 5 vears [4].
Despite the use of azoles in prophylaxis, we have had nine break-
through fungemias within the last 2 years due to C. albicans [2],
Candida glabrata [2}, Trichosporon beigelii [1), Blastoschizomy-
ces capitatus 2], Rhodotorula ruba [1] and Hansenula anomala
[1]. Cryptococcus spp. is a common pathogen in AIDS but rare
in cancer patients.
In the Medline search we found many reports of Cryptococcus
neoformans meningitis in AIDS patients accompanied by funge-
mia, but no case of C. laurentii fungemia. Nevertheless, with the
increasing intensity of antineoplastic chemotherapy, many
yeasts, previously considered as colonizers or plant or animal pa-
thogens, may be observed as pathogens.
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