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Cutaneous histoplasmosis in a HIV seronegative 
patient

surfaces that are in direct contact with the marrow cavity 
and hence, a decrease in cancellous bone mass.[5] However, 
detailed understanding of  pathogenesis and the natural 
history of  the disease is needed to ascertain the exact 
mechanism.

There is currently no consensus regarding the requirement, 
nature, and duration of  treatment. A variety of  drugs 
including calcitriol, bisphosphonates, fluorides, calcitonin, 
vitamin D, and their combinations have been used with 
varying success.[6] Bisphosphonates have been proven 
effective in increasing effective bone mass and reducing 
fracture risk in adults with acceptable safety profiles. 
Although the natural history of  the disease points to a 
complete remission around the age of  puberty, there is 
a risk of  major spine and long bone deformities. Since 
our patient had a significantly decreased BMD, spinal 
deformity, and radiological changes, we decided in favor 
of  bisphosphonate therapy.

In one partially randomized, open trial in patients with 
OI, oral alendronate and IV pamidronate appeared equally 
effective in increasing BMD,[7] hence the decision to use 

oral therapy. Alendronate caused no adverse effects in our 
patient and led to clinical and radiological improvement. 
However, we conclude that bisphosphonates may be safe 
for use in IJO.
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Table 1: Serial biochemistries
Serum biochemistries Aug 2006 Oct 2006 Jan 2007 May 2007
Calcium (mg/dL) 9.8 10.2 9.3 9.9
Phosphorus (mg/dL) 4.8 4.6 3.9 5.4
Alkaline phosphatase (IU/L) 1431 604 748 657
Urine calcium/creatinine 0.46 0.48 0.21 0.2
Treatment Alendronate calcium Alendronate calcium Alendronate calcium Alendronate calcium

Table 2: Bone mineral density changes
Dates BMD, g/cm2 Z score

Femur Lumbar spine
Sept 2006 
(Pretreatment)

0.514 0.308 −3.4

May 2007 
(Posttreatment)

0.603 0.410 −2.5

BMD: Bone mineral density
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Abstract
A patient presented with multiple nodulo-ulcerative lesions over neck and chest. Lymphadenopathy and systemic involvement were 
absent. Patient was seronegative for HIV. There was no history of local injury and no history of travel. Histopathological findings 
were consistent with histoplasmosis. Diagnosis of primary cutaneous histoplasmosis was made. We highlight this case owing to 
its rare and atypical presentation, in an attempt to promote clinical and micro-pathological awareness regarding such occurrences.
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INTRODUCTION

Histoplasmosis classically presents as opportunistic 
mycosis caused by the intracellular dimorphic fungus 
Histoplasma capsulatum and is frequently associated with 
HIV infection and other immunocompromised states.[1] In 
India, histoplasmosis is prevalent in the Gangetic delta.[2] 
We report a rare case of  cutaneous histoplasmosis in a HIV 
seronegative patient from West Bengal, India.

CASE REPORT

A 28-year-married female from Kolkata, presented at 
Dermatology outpatient department (OPD) of  a hospital 
with history of  nodulo-ulcerative lesions accompanied with 
extensive inflammation over left antero-lateral neck and chest 
for last 10 months. She was referred to the Department of  
Microbiology for further assessment. Close examination 
revealed pale white to pink nodules, painless papules, 
ulcerated plaques, and few crusted lesions [Figure 1]. Slight 
serous discharge was seen on the ulcerated lesions. Scarred 
and puckered areas of  skin were visible amidst the lesions 
and also over neck and anterior shoulder.

There was neither any history of  fever, nor travelling 
abroad or to other places in India. Patient did not delineate 
any past history of  splinter injury or thorn prick. However, 
she gave a history of  irregular treatment with antibiotics 
for last 3 months, for the same. On extensive discussion 
with the patient, we found that patient was carrying with 
herself  a histopathological report by a private laboratory, 
mentioning the diagnosis as histoplasmosis. Also, the 
patient was taking oral itraconazole (past 1 week) and 
mentioned that lesions have started to heal after taking 
itraconazole. The anxious patient had somehow lost faith 
in ongoing treatment and attended our institution in search 
of  alternative opinion and rapid recovery.

On examination, there was no lymphadenopathy and no 
hepatosplenomegaly. We did not find any other systemic 
manifestation. She was normoglycemic with a normal 
hemogram and renal biochemical parameters. Chest X-ray 
was normal. Patient was seronegative for HIV and, flow 
cytometry for CD4 count was within normal limit. For 

microbiological assessment, swabs and scrapings were 
taken from surface of  lesion for staining and bacterial 
and fungal culture. Scrapings from the surface of  the 
lesions were also sent for histopathological assessment. 
Though the bacterial and fungal cultures showed no 
growth, histopathological examination revealed Periodic 
acid-Schiff  (PAS) positive multiple tiny intracellular round 
to oval yeast forms, few surrounded with halo; suggestive 
of  histoplasmosis [Figure 2]. A diagnosis of  primary 
cutaneous histoplasmosis (PCH) was made. Further the 
case was lost to follow-up.

Figure 1: Pale white to pink nodules, papules, ulcerated plaques, and 
few crusted lesions over left antero-lateral neck and chest

Figure 2: Multiple tiny intracellular round to oval yeast forms, few 
surrounded with halo in dermis, ×400 PAS stain
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DISCUSSION

North-east India including West Bengal is endemic for 
histoplasmosis.[3] Three main clinical manifestations of  
histoplasmosis are pulmonary, progressive disseminated 
and chronic cavitory forms: all may be accompanied with 
skin lesions, or rarely, the disease manifests as PCH.[4] PCH 
in immunocompetent individuals itself  is very rare, with 
hardly three case reports, and can present with nodules, 
ulcers and abscesses.[3,5]

Confirmation of  etiology in our case is credited to 
histopathology and good response to the approved 
antifungal itraconazole. Absence of  lymphadenopathy 
and hepatosplenomegaly, normoglycemic status, a normal 
hemogram and renal biochemical parameters and a normal 
chest X-ray, rule out systemic involvement. Puckering of  
skin amidst the area of  involvement was probably due 
to healing of  inflamed and ulcerated lesions following 
administration of  itraconazole. Source and route of  
infection are undetermined in our case. The probable route 
of  infection may be through direct inoculation of  spores 
through skin with splinter injury or thorn pricks.[5]

Cutaneous presentation without any systemic involvement, 
florid inflammation and ulceration, normal CD4 count, 
HIV seronegative status of  the patient and prompt response 
to appropriate treatment are the notable features of  our 
case. The differential diagnosis of  nodulo-ulcerative lesions 
should include skin and lymphocutaneous malignancies 
and other systemic mycoses.

CONCLUSION

Though histoplasmosis is reported to be endemic in 

West Bengal, there are no reports of  primary cutaneous 
histoplasmosis accompanied with extensive inflammation 
in HIV seronegative individual from West Bengal, till date. 
In our case, early diagnosis and accurate treatment would 
have relieved the patient of  morbid stress much earlier. 
Such cases with unusual clinical presentation may pose 
diagnostic challenge.
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Abstract
Elbow dislocation associated with ipsilateral distal radius fracture is a rare pattern of injury, although it is common for elbow 
dislocation and forearm fractures to occur separately. We report a rare case of a 20-year-old male who had a posterior elbow 
dislocation and ipsilateral distal radius fracture. Elbow dislocation was first reduced in extension and distal radius fracture was 
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