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Abstract

The authors report a case of histoplasmosis in an Aids patient who took HAART irregularly for the past 10 years.
He presented pulmonary symptoms and cutaneous lesions on the face. Therapy with amphotericin B followed by
itraconazol controlled the fungal infection. Physicians who deal with Aids patients must be aware of the possibility of

this mycosis especially when there is a low CD4 count.
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Introduction

Patients with Acquired Immunodeficiency Syndrome (AIDS) are
susceptible to both infection and dissemination of infectious-parasitic
diseases caused by endemic pathogens in certain areas.

Histoplasmosis is a condition caused by Histoplasmacapsulatum,
var. capsulatum, a thermally dimorphic endemic fungus on some
temperate zones worldwide, as Mississippi, Ohio, and St. Lawrence
river valleys, in the United States, areas in Mexico and at the
Caribbean region, where the fungus is found in great concentration in
the soil contaminated by bird or bats excreta [1-4].

Transmission to humans is by inhalation of spores from the soil or
direct inoculation on the skin, and person to person transmission is
not described [4,5].

Case Report

A 44-year-old man, HIV positive for 10 years with irregular
therapy, presented with malaise, fever, cough, nigth sweats and weight
loss.

He reported worsening with dyspnea to moderate efforts and high
fever during the last month when also he presented papular lesions on
the face being treated as impetigo. He was then admitted at our
hospital for investigation.

There was immunity fail with probable resistance to the
antiretroviral therapy (HAART) irregularly used by the patient. He
was also been previously treated for tuberculosis ten years before and
even though initial investigation for this mycobacteriosis was negative,
a panel of experts decided to retreat as a reactivation due to impaired
immunity with streptomycin, ofloxacin, isoniazid and ethambutol.
HAART was restarted with different drugs: lamivudine + zidovudine,
atazanavir e ritonavir.

He left the hospital with some improvement but two months latter
he was readmitted with worsening of pulmonary symptoms, cough

and dyspnea, and skin lesions, for which he was taking cephalexin.
(Figure 1, Figure 2, Figure 3)

At this time CD4 count was: 57 cell/mm3 and viral load was below
50 copies/ml. Blood cultures, spontaneous sputum, bronchoscopy with
bronchoalveolar lavage, computed tomographic scan, serology for
Aspergillus, Histoplasma and Paracoccidioidoides were executed and a
consultation from the Dermatology Sector was also requested.

A skin biopsy was performed with hypothesis of systemic mycosis
and mycological culture revealed Histoplasmacapsulatum, (Figure 4,
Figure 5, Figure6).

The fungus was isolated in the sputum and serology by
immunodiffusion for Histoplasma was positive, configuring systemic
illness.

The patient was treated for 21 days with amphotericin B and after
clinical improvement of the respiratory symptoms and cutaneous
lesions, he went home still on treatment with itraconazol 400mg/per
day.

Discussion

Histoplasmacapsulatum is a fungus known as a true pathogen
because it can cause disease in immuno-competent hosts depending
on the amount of spores inhaled and can also act as an opportunistic
pathogen in those with impaired T cellular immunity, such as AIDS
patients [1].

Disseminated disease generally occurs at the moment of diagnosis
thus in patients without HAART and that are in advanced stages of
disease with CD4 below 100 cell/mm3 [5].

Histoplasmosis affects primarily the lungs but skin lesions are
present in 10 to 15 per cent of disseminated disease cases. Cutaneous
and mucosal lesions appear to be more common in some geographical
areas than others;6 as they are relatively frequent in Brazil as compared
to the United States. These variable clinical manifestations may be
related to genetic differences at the causative organisms from the
respective geographical locations.
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In endemic areas tuberculosis is its main differential diagnosis.
Itraconazol and amphotericin B are the main drugs used with good
results [3]. Successful therapy with voriconazole and posaconazole was
reported [4].

Conclusion

All physicians who deal with Aids patients must be aware of the
possibility of this mycosis when there are lung, skin and/or mucosal
lesions, especially when there is a low CD4 count. In South America,
there is a very important differential diagnosis to be taken into account
which is paracoccidioidomycosis.
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