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ABSTRACT

A 63-year-old patient with HIV/AIDS and hepatitis B virus was found to have disseminated histoplasmosis with gastrointestinal
bleeding. The patient was initially treated for sepsis, but the infectious workup was negative. Computed tomography of the abdomen
and pelvis showed diffuse mesenteric and retroperitoneal lymphadenopathy, with plan for biopsy. Unfortunately, the patient had
a Code Blue after having profuse hematochezia. Esophagogastroduodenoscopy disclosed actively bleeding duodenal ulcer; computed
tomography angiography showed gastric and jejunal extravasation. The patient expired, and autopsy revealed histoplasmosis of
duodenum and jejunum. Esophagogastroduodenoscopy is particularly helpful for timely diagnosis in immunocompromised
patients with gastrointestinal bleed from suspected infections or malignancy.
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INTRODUCTION

Disseminated histoplasmosis (DH) is a rare extrapulmonary fungal infection that occurs mostly in immunosuppressed patients
often through hematogenous spread.’ Presentations of DH are nonspecific; they include gastrointestinal (GI) and hepatobiliary
dysfunction, lymphadenopathy, pancytopenia, adrenal insufficiency, and meningitis.” Although DH is relatively rare, GI in-
volvement appears to be common. About 70%-90% of patients with DH have gross and/or microscopic GI involvement in autopsy.
Gross GI lesions may appear as segments of inflamed bowel; polyps or masses; ulceration; and GI bleeding."!' We present a case of
a patient with HIV/AIDS who was found to have DH in the setting of hemorrhagic shock from a bleeding duodenal ulcer.

CASE REPORT

A 63-year-old man with a long-standing history of HIV/AIDS and hepatitis B virus presented to the emergency department with 6 weeks of
constitutional symptoms, abdominal pain, diarrhea, 50-pound weight loss, and near syncope. He had initially been on emtricitabine-tenofovir
and abacavir-dolutegravir-lamivudine, but stopped due to side effects, and was unfortunately lost to follow-up for 4 years. A month before his
presentation, the patient was started on bictegravir-emtricitabine-tenofovir-alafenamide at a HIV clinic. The patient’s CD4 count was 21 cells/
mm’ during this admission, which was significantly lower than his prior CD4 count of 120460 cells/mm?® 4 years ago.

On presentation, the patient was tachycardic and hypotensive. Notable laboratory results included lactate 4.1, platelets 49, hemo-
globin 9.8, white blood cell count 4.4, international normalized ratio 1.6, D-dimer 5,182, and fibrinogen 213. Aspartate
aminotransferase and alanine aminotransferase were 211 and 106, respectively. The patient was admitted for sepsis and started on
broad-spectrum antibiotics. Infectious workup, including Clostridioides difficile toxin/antigen, enteric bacterial and viral pathogen
panel, stool ova and parasite, cryptosporidium, acid fast bacillus stool smear and culture, and cytomegalovirus (CMV), was initially
obtained, all of which were negative. A computed tomography (CT) of the abdomen and pelvis did not show evidence of cirrhosis or
portal hypertension but revealed extensive mesenteric and retroperitoneal lymphadenopathy (Figure 1). This raised suspicion for
underlying infection vs malignancy, and a lymph node biopsy by interventional radiology (IR) was subsequently scheduled.
Unfortunately, a Code Blue was called because the patient collapsed after having profuse bloody bowel movement. The patient was
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Figure 1. Computed tomography of abdomen and pelvis showing
extensive mesenteric (A - circle) and retroperitoneal (B - arrows
represent retroperitoneal lymph node) lymphadenopathy.

resuscitated and transferred to the intensive care unit. CT an-
giography of the abdomen and pelvis showed active extrava-
sation of contrast in the stomach and jejunum (Figure 2). IR was
contacted and determined the patient may benefit from
esophagogastroduodenoscopy (EGD) first as it appeared the
gastric extravasation was larger and more accessible than the
jejunal bleed. EGD disclosed an ulcerated mass with active
bleeding in the second portion of the duodenum, which was
treated with endoscopic clips and hemospray (Figure 3, hospital
day 3). Pathology from the EGD showed extensive fungal
organisms. Histoplasma urine antigen, coccidioides immuno-
globulin M/immunoglobulin G, and serum cryptococcal anti-
gen were then obtained. Histoplasma urine antigen was
positive, and the patient was started on voriconazole. The pa-
tient also underwent visceral angiography with IR for the jejunal
bleeding. Notably, there were no active areas of extravasation
among the 7 jejunal branches that had been injected with con-
trast; therefore, no embolization was performed. Unfortunately,
the patient suffered another massive bleed 2 days later from the
same duodenal ulcer. The patient underwent another EGD with
use of epinephrine injections, hemospray, and endoclips
(Figure 3, hospital day 5). However, the patient continued to have

Figure 2. Computed tomography of abdomen and pelvis showing
active gastric (A, B) and jejunal (C) extravasation.

ongoing bleeding, requiring a total of 15 units of blood products.
The patient ultimately expired from multiorgan failure due to
hemorrhagic shock. Autopsy revealed histoplasmosis of multiple
organs, including the duodenum, jejunum, liver, spleen, lymph
nodes, and adrenal glands.

DISCUSSION

Through this unique case report, we hope to provide a potential
approach to the management of GI bleeding and the role of
endoscopy in immunocompromised patients.

The differential diagnosis of GI bleeding in immunocom-
promised patients may be separated into infectious, malig-
nant, inﬂammatory, and structural causes. Infectious causes
include bacterial/mycobacterial pathogens (Mycobacterium
tuberculosis, Bartonella, Helicobacter pylori, Shigella species),
viral pathogens (CMV, Epstein-Barr virus, herpes simplex
virus), fungal (Histoplasma, Cryptococcus, Aspergillus, My-
corrhizae), and parasitic organisms (Cryptosporidium spe-
cies).'” In general, these pathogens often cause ulceration/
erosion of the GI mucosa or are angioinvasive in nature,
which can cause GI bleeding.’ Malignant masses such as non-
Hodgkin lymphoma (eg, diffuse large B cell lymphoma),
acute leukemia, and sarcomas (eg, Kaposi) can be found in
HIV/AIDS or other transplant patients, and these can cause
both upper and lower GI bleeding.* The GI tract is a common
site for extranodal cancers.* Necrotizing enterocolitis, a se-
vere neutrophilic inflammation of the small and/or large
bowel, is an inflammatory cause of GI bleeding in patients
with cancer undergoing chemotherapy or in transplant patients.®
In addition, inflammatory conditions that cause GI bleeding in
immunocompetent individuals (eg, inflammatory bowel disease,
esophagitis, gastritis) can also occur in the immunocompromised
patients. Similarly, structural causes of bleeding, such as peptic
ulcers, gastric/colonic polyps, or diverticula, should also be
considered in the immunocompromised.

A comprehensive infectious workup that involves enteric
bacterial panel, acid-fast bacteria stain and culture, CMV/
Epstein-Barr virus/herpes simplex virus serologies, and
fungal serologies (Histoplasma antigen, Cryptococcal anti-
gen, Aspergillus polymerase chain reaction) should be pro-
vided.®”® Lactate dehydrogenase levels may be helpful if
malignancy is suspected. Empiric antibiotic and antiviral
therapy should be started, and antifungal therapy should be
considered particularly if laboratory results such as serum
B-D-glucan/galactomannan become positive. CT imaging
may be helpful in 2 ways: if the patient is hemodynamically
stable, an abdominal CT with/without contrast can reveal
masses or lymphadenopathy, which can provide lesions for
biopsy.'® In hemodynamically unstable patients, such as our
patient, CT angiography will delineate possible bleeding
vessels for urgent intervention by endoscopy, embolization,
or surgical repair.
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Hospital Day 3

Hospital Day 5

Figure 3. Esophagogastroduodenoscopy from hospital day 3 (A) and hospital day 5 (B), both showing the actively bleeding duodenal ulcer

refractory to endoscopic clips and hemospray.

Endoscopy with biopsy of affected sites or lesions is the most
direct method of diagnosis and should be conducted as soon as
possible once a patient is deemed hemodynamically stable
enough for the procedure. Endoscopy can also be effective as
a therapeutic intervention for bleeding in these patients.
However, once pathology or serologic testing reveals the un-
derlying disease (eg, histoplasmosis), immediate treatment (eg,
amphotericin B or azoles) should be started, to ensure effective
control of the disease, and possibly decrease the likelihood of
recurrent GI bleed.
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