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Cases of empyema associated with Histoplasma infection are rarely reported.

Here, we discuss a case of Histoplasma-associated empyema successfully treated

with amphotericin B intravenous and pleural infusion therapy and multiple medical

thoracoscopies. A 57-year-old Chinese woman with preexisting diabetes mellitus and

gastric cancer had massive left-sided pleural effusion diagnosed by chest computed

tomography. Her pleural effusion was purulent through pleural catheter drainage, and

the culture of the pleural fluid showed Escherichia coli and Streptococcus constellation.

Histopathology of the thoracoscopic pleural biopsy after hexamine silver and PAS staining

supported Histoplasma infection. The patient was treated with intravenous injection

and local thoracic irrigation of amphotericin B and continuous oral administration of

itraconazole. At the same time, the patient received thoracic cannulation, daily thoracic

lavage and thoracoscopy for purulent and necrotic tissue removal three times during

hospitalization. The patient’s pleural effusion and necrotic tissue in the pleural cavity

were significantly reduced in a short time, and the clinical symptoms were significantly

improved. After discharge, the patient recovered well and had no obvious complications

or sequelae. Intravenous injection and local thoracic irrigation of amphotericin B are safe

and effective drug therapies to treat fungal-associated empyema such as Histoplasma.

Medical thoracoscopy effectively shortens the recovery time of empyema, improving the

prognosis and reducing complications.
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INTRODUCTION

Histoplasmosis is a primary fungal disease and a granulomatous
disease caused by Histoplasma capsulatum. Although distributed
worldwide, it is most prevalent in South, Central, and North
America (1).

Most Histoplasma infections are asymptomatic in normal
immune hosts and do not result in long-term adverse sequelae.
The remaining infected individuals develop one of several
different clinical syndromes. A classification scheme subdivides
symptomatic disease into acute pulmonary histoplasmosis,
disseminated histoplasmosis, chronic pulmonary histoplasmosis,
and complications from an excessive fibrotic response to the
body (2). Disseminated histoplasmosis occurs primarily in
immunocompromised persons, elderly individuals, and patients
with underlying chronic diseases (3).

Few reports have investigated pleural effusion with
Histoplasma, and a small number of acute histoplasmosis
cases lead to pleural effusion (4, 5). Herein, we report for the
first time, to our best knowledge, a case of empyema due to
Histoplasma and bacterial infections in a diabetic patient after
gastric cancer surgery treated with oral anticancer agents. We
also review the literature to highlight the clinical features of this
uncommon manifestation of histoplasmosis.

CASE REPORT

A 57-year-old female patient was admitted to the Department
of Respiratory and Critical Care Medicine at our hospital on
August 27, 2020. Her chief complaint was “left side chest pain
for 3 months, aggravated for 1 week.” The patient had a history
of diabetes for more than 10 years, and her blood sugar was well-
controlled by oral hypoglycemic drugs. In May 2020, the patient
had undergone surgery for a gastric antral malignant tumor and
treatment with gimeracil and oteracil potassium capsules after
gastric surgery.

The patient presented with left-sided chest pain after gastric
surgery 3 months ago. One week before admission, the patient’s
chest pain was aggravated, accompanied by fever, with a
maximum temperature of 40◦C. The patient did not respond
well to the anti-infective treatment in the local hospital. The
patient’s blood routine data at the local hospital were as
follows: white blood cell count: 13.58∗109/L; neutrophil count:
11.88∗109/L. Her chest computed tomography (CT) showed left
pleural effusion with left atelectasis. There was no enlargement
of hilar, no enlarged or calcified mediastinal lymph nodes,
no widening of mediastinum and no compression of trachea
and large blood vessels (Figure 1A). Next, the patient visited
to the emergency department of our hospital, a thoracentesis
catheter was inserted for drainage, and the drainage fluid
was yellow and purulent. The bacterial culture results of
the pleural effusion were positive for Escherichia coli and
Streptococcus constellation.

On admission, the patient had a wheezing face, her left rib
cage was full, and her intercostal space widened. The patient’s
left thoracic cavity was solid to percussion, and the left breath
sounds disappeared.

FIGURE 1 | (A) Chest CT showed left pleural effusion with left atelectasis

before admission. (B) On the second day of hospitalization, medical

thoracoscopy revealed extensive purulent attachment to the parietal pleura,

visceral pleura, and diaphragmatic pleura. (C,D) Show the findings of

thoracoscopy on the 7th and 23rd days of hospitalization, respectively. After

systemic medication, thoracic irrigation and thoracoscopy to clear necrosis

and adhesions, the necrosis in the thoracic cavity gradually decreased, the

pleural thickening and adhesion gradually decreased. (E) HE staining showed

that chronic inflammatory cells infiltrated and aggregated tissue cells in the

fibrous connective tissue. The cytoplasm of tissue cells was rich in powdery

staining, and there were clustered, oval and light blue fungal spores (black

arrows). PAS staining showed spore capsules in pink (black arrows). Silver

staining showed spore capsules in black (black arrows) (Scale bar = 50µm).

The patient’s admission diagnosis was purulent pleurisy,
postoperative antral malignancy and diabetes mellitus type 2.

The patient’s abnormal auxiliary examination results after
admission were as follows: hemoglobin: 88 g/L; specific
mycobacterium tuberculosis cellular immunoassay (T-
SPOT.TB): positive; procalcitonin: 0.11 ng/ml; serum albumin:
22.1 g/l; ESR 44: mm/1 h.

The medical thoracoscopy was performed on the second day
after admission. Extensive purulent attachments to the parietal
pleura, visceral pleura, and diaphragmatic pleura were observed
(Figure 1B). Multiple tissue biopsies were performed during
the operation, and the purulent, necrotic tissue and adhesions
in the thoracic cavity were partially removed. Postoperatively,
the drainage fluid was removed from the patient using a
thoracic tube. Routine examination of the pleural effusion
showed that it was a grayish-yellow viscous liquid comprising
primarily multinucleated cells. The Rivalta test of pleural effusion
was positive.

Pleural fluid culture was still positive for Escherichia coli
and Streptococcus constellation. The pleural fluid was negative
for tuberculosis culture and acid-fast staining, meanwhile, her
pleural biopsy tissue was were negative for tuberculosis culture.
The lactate dehydrogenase level in the pleural effusion was 8,473
U/L, the carcinoembryonic antigen level was 0.73 ng/ml, and
the adenosine deaminase level was 232 U/L. A pathological
smear of the pleural effusion showed many neutrophils
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and a few lymphocytes and plasma cells. The pathological
findings of the pleural biopsy showed chronic suppurative
inflammation with necrosis and inflammatory granulation tissue
formation in the fibrous connective tissue. The biopsy special
staining results (Figure 1E) were as follows: hexamine silver
(+), PAS (+), acid fast (–). Fungal spores were observed
on staining, and the morphology supported Histoplasma.
And no malignant cells were found in pleural fluid and
pleural biopsy.

The patient was diagnosed with empyema, and the
pathogens were Escherichia coli, Streptococcus constellation, and
Histoplasma. For Escherichia coli and Streptococcus constellation
infections, Cefoperazone sulbactam sodium combined with
levofloxacin and ceftriaxone monotherapy were successively
administered.Histoplasma infection was treated with intravenous
injection of deoxycholate amphotericin B at an initial dose of
3mg and local thoracic irrigation of deoxycholate amphotericin
B at an initial dose of 5mg. The dose of amphotericin B was
increased by 5mg daily for both intravenous injection and
thoracic irrigation to a maximum dose of 25mg. Intravenous
injection was administered for 15 days, and thoracic irrigation
was administered for 8 days.

During hospitalization, the patient underwent thoracoscopy
3 times. Each time the necrosis and adhesions were cleaned
using biopsy forceps. The necrosis in the thoracic cavity gradually
decreased, the pleural thickening and adhesion gradually
decreased (Figures 1B–D), and the left lung gradually re-
expanded. The histopathological special staining of the last two
thoracoscopic pleural biopsies results were as follows: hexamine
silver (–), PAS (–), and acid fast (–). No definite fungus was found
by histopathological staining and pleural tissue culture showed
no bacterial or fungal growth.

The characteristics of pleural effusion drainage fluid were
significantly improved; it was a pale yellow and clear liquid,
and multiple cultures were negative. During hospitalization, the
patient underwent three chest CT scans (Figures 2A–C), which
revealed that the left lung was gradually re-expanded, the left
pleural effusion was gradually reduced, and the left pleural
thickening was gradually decreased. She was discharged after
34 days of hospitalization, and her symptoms had improved
significantly upon discharge. She had tolerated amphotericin B
treatment well; no obvious adverse reactions occurred. After
discharge, the patient’s anti-infection regimenwas to take cefdinir
0.1 g three times a day for 10 days and itraconazole, 200mg
twice a day, for 18 days. The last re-examination of the chest
CT about 1 year later, showed that the left lung was re-expanded,
with little pleural effusion and pleural thickening on the left side
(Figure 2D).

DISCUSSION

Lung infections caused byHistoplasma are usually asymptomatic
or mildly symptomatic. The severity of infection depends
primarily on the amount of the initial inoculum and immune
status of the host. Pulmonary infection and extrapulmonary
spread resolve spontaneously in >99% of cases as cellular

FIGURE 2 | (A–C) Are respectively the chest CT scans of the patient on the

5th, 14th, and 22nd days of hospitalization, showing the left lung was

gradually re-expanded, the left pleural effusion was gradually reduced, and the

left pleural thickening was gradually decreased. (D) Chest CT of the patient

nearly 1 year after discharge, showing that the left lung recruited, a very small

amount of pleural effusion on the left side and slightly thick pleura.

immunity develops. In patients who fail to mount an effective
immune response, the infection is usually progressive (6). Here,
we report case of a female patient with Histoplasma-associated
empyema. Severe infection in this patient was associated with
decreased immune function due to diabetes, gastric malignancy
and probable latent TB infection suggested by the positive result
of T-SPOT.TB. Pleural effusion in patients with histoplasmosis
is rare, with an incidence ranging from 0 to 6% (7, 8),
although Histoplasma pneumonia usually adjoins the pleural
space. Massive pleural effusion has only been reported in
few cases (9, 10). No empyema associated with Histoplasma
infection has been reported to date. The pathogenic agents
in the pleural fluid of this patient were Escherichia coli,
Streptococcus constellation and Histoplasma. Her remission
was not ideal after receiving antibacterial treatment. The
purulent pleural effusion gradually improved after treatment
for Histoplasma infection. Therefore, this patient’s massive
purulent pleural effusion was at least partially caused by
Histoplasma infection.

Microscopic examination of pleural fluid for histoplasmosis
is usually negative (5, 11–14). Only a few studies have reported
that pleural effusion caused by Histoplasma can be diagnosed
microbiologically by pleural fluid culture (15–17). Culture of the
pleural effusion in this patient also did not reveal Histoplasma.
Histopathology remains the standard diagnostic method for
Histoplasma infection, in addition to culture. Morphologic
diagnosis of Histoplasma capsulatum is based on finding oval,
narrow-based, distinctive 2–4-micron budding yeasts. Other
organisms, such as Blastomycesdermatitidis, Candida glabrata,
and Leishmania, can mimic the appearance of Histoplasma
capsulatum. However, these similar pathogenic microorganisms
are much larger, measuring 10–15 microns, and show broad-
based budding (18). Tissue samples should be stained with
GMS or PAS instead of hematoxylinand eosin staining (19).
The diagnosis of histoplasmosis in this patient was established
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by pleural biopsy pathology, meeting the definition of proven
invasive fungal disease of the latest recommendations by
Donnelly et al. (20).

Most immunocompetent cases with mild illness of
histoplasmosis require no specific treatment. Amphotericin
B clearly benefits patients with disseminated, progressive disease,
particularly immunocompromised patients. Guazzelli L reported
in 2011 that amphotericin B lavage treatment achieved good
results in 3 cases of fungal empyema (21). Amphotericin B does
not easily enter the pleural cavity, and the drug concentration
in the pleural cavity is low (22–25). Successful treatment of
fungal empyema requires maintaining the concentration of
the drug in the pleural cavity above its MIC. This patient
received intravenous injection and local thoracic irrigation of
amphotericin B to treat thoracic infection caused byHistoplasma
with good efficacy and no systemic or local adverse effects.
However, amphotericin B is not curative for Histoplasma
infection. Nearly all such patients relapse after the completion
of amphotericin, prompting the current recommendation
for suppressive azole antifungal drug therapy following
amphotericin B treatment (26, 27). The IDSA Guidelines on
histoplasmosis treatment does not mention the treatment of
Histoplasma-associated empyema (28). Referring to previous
literature reports, this patient was administered oral itraconazole
for 18 days after a full course of amphotericin B treatment;
finally, her Histoplasma pleural infection was well-controlled.
Patients with large infectious pleural effusion are indicated for
pleural drainage. Previously, thoracic drainage was used to treat
acute empyema however, it is ineffective and time-consuming.
In recent years, medical thoracoscopy demonstrated a good
effect when applied to empyema. Medical thoracoscopy can be
performed by the respiratory physician under local anesthesia
and spontaneous ventilation. It allows access to the pleural
cavity with a thoracoscope via a small chest wall incision,
allowing the physician to perform pleural biopsy with high
accuracy and drain pleural effusion. Compared to Video-
assisted thoracoscopic surgery (VATS), medical thoracoscopy
is less invasive, has a comparable diagnostic yield, becoming
an important method to treat empyema (29). This patient
underwent three medical thoracoscopy to drain pleural effusion
and remove necrotic tissue, which facilitated the recovery and
reduced subsequent complications. Some patients with acute
histoplasmosis reported may have residual pleural thickening,
even extensive pleural fibrosis (13). Our patient had only mild

pleural thickening and no pleural fibrosis remaining after 1 year
of follow-up.

This report describes a rare case of empyema associated with
Histoplasma with good outcome. For immunocompromised
patients with pleural effusion, physicians should be vigilant
regarding the presence of opportunistic infections, such
as Histoplasma infection, since delayed recognition of
histoplasmosis can complicate the course and increase mortality.
Furthermore, pleural effusion microbial detection and pleural
biopsy pathology should be performed. Massive pleural effusion
due to Histoplasma infection requires intravenous injection
and thoracic irrigation of amphotericin B followed by azole
antifungal therapy. For empyema associated with Histoplasma,

medical thoracoscopy is recommended for the diagnosis and
treatment to facilitate diagnosis and treatment.

DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included
in the article/supplementary material, further inquiries can be
directed to the corresponding author.

ETHICS STATEMENT

Written informed consent was obtained from the individual(s)
for the publication of any potentially identifiable images or data
included in this article.

AUTHOR CONTRIBUTIONS

JZ and NC had the initial idea to perform this study. JZ and LW
collected the clinical data. NCwrote themanuscript that was read
and approved by all authors. All authors contributed to the article
and approved the submitted version.

FUNDING

This work was funded by the Medicine and Health Technology
Development Plan Project of Shandong Province (Grant No.
2019WS377), Traditional Chinese Medicine Research Project of
Qingdao City (Grant No. 2020-zyy059), and Shandong Provincial
Natural Science Foundation of China, Youth Project (Grant No.
ZR2021QH058).

REFERENCES

1. Hage CA, Wheat LJ, Loyd J, Allen SD, Blue D,

Knox KS. Pulmonary histoplasmosis. Semin Respir

Crit Care Med. (2008) 29:151–65. doi: 10.1055/s-2008

-1063854

2. Goodwin RA, Des Prez RM. State of the art: histoplasmosis. Am Rev Respir

Dis. (1978) 117:929–56.

3. Wheat LJ, Slama TG, Norton JA, Kohler RB, Eitzen HE, French

ML, et al. Risk factors for disseminated or fatal histoplasmosis.

Analysis of a large urban outbreak. Ann Intern Med. (1982)

96:159–63. doi: 10.7326/0003-4819-96-2-159

4. Kortsik C, Elmer A, Tamm I. Pleural effusion due to Histoplasma

capsulatum and idiopathic CD4 lymphocytopenia. Respiration. (2003)

70:118–22. doi: 10.1159/000068426

5. Brewer PL, Himmelwright JP. Pleural effusion due to infection with

histoplasma capsulatum. Chest. (1970) 58:76–9. doi: 10.1378/chest.58.1.76

6. Patterson J, Graham D, George A, Will M, Sutter D. Right middle lobe

collapse and pleural effusion in an 18-year-old man. Chest. (2017) 152:e33–

8. doi: 10.1016/j.chest.2017.04.187

7. Kakos GS, Kilman JW. Symptomatic histoplasmosis in children. Ann Thorac

Surg. (1973) 15:622–7. doi: 10.1016/S0003-4975(10)65355-6

8. Curry FJ, Wier JA. Histoplasmosis: a review of one hundred consecutively

hospitalized patients. Am Rev Tuberc. (1958) 77:749–63.

Frontiers in Public Health | www.frontiersin.org 4 July 2022 | Volume 10 | Article 914529

https://doi.org/10.1055/s-2008-1063854
https://doi.org/10.7326/0003-4819-96-2-159
https://doi.org/10.1159/000068426
https://doi.org/10.1378/chest.58.1.76
https://doi.org/10.1016/j.chest.2017.04.187
https://doi.org/10.1016/S0003-4975(10)65355-6
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Cui et al. Histoplasma-Associated Empyema Case Report

9. Quasney MW, Leggiadro RJ. Pleural effusion associated with histoplasmosis.

Pediatr Infect Dis J. (1993) 12:415–8. doi: 10.1097/00006454-199305000-00018

10. Kilburn CD, Mckinsey DS. Recurrent massive pleural effusion due to pleural,

pericardial, and epicardial fibrosis in histoplasmosis. Chest. (1991) 100:1715–

7. doi: 10.1378/chest.100.6.1715

11. Picardi JL, Kauffman CA, Schwarz J, Holmes JC, Phair JP, Fowler NO.

Pericarditis caused by Histoplasma capsulatum. Am J Cardiol. (1976) 37:82–

8. doi: 10.1016/0002-9149(76)90504-X

12. Schub HM, Spivey CG, Baird GD. Pleural involvement in histoplasmosis. Am

Rev Respir Dis. (1966) 94:225–32.

13. Swinburne AJ, Fedullo AJ, Wahl GW, Farnand B. Histoplasmoma, pleural

fibrosis, and slowly enlarging pleural effusion in an asymptomatic patient. Am

Rev Respir Dis. (1987) 135:502–3.

14. Downey EF. Asymptomatic pleural effusion in histoplasmosis: case report.Mil

Med. (1982) 147:218–9. doi: 10.1093/milmed/147.3.218

15. Sharma S, Singh P, Sahu KK, Rajwanshi A, Malhotra P,

Naseem S. Histoplasmosis in pleural effusion in a 23-year-old

man with mixed-phenotype acute leukemia. Lab Med. (2017)

48:249–52. doi: 10.1093/labmed/lmx021

16. Marshall BC, Cox JK, Carroll KC, Morrison RE. Histoplasmosis as a

cause of pleural effusion in the acquired immunodeficiency syndrome.

Am J Med Sci. (1990) 300:98–101. doi: 10.1097/00000441-199008000

-00005

17. Lemonte AM, Washum KE, Smedema ML, Schnizlein-Bick C,

Kohler SM, Wheat LJ. Amphotericin B combined with itraconazole

or fluconazole for treatment of histoplasmosis. J Infect Dis. (2000)

182:545–50. doi: 10.1086/315717

18. Guarner J, Brandt ME. Histopathologic diagnosis of fungal

infections in the 21st century. Clin Microbiol Rev. (2011)

24:247–80. doi: 10.1128/CMR.00053-10

19. KauffmanCA.Histoplasmosis: a clinical and laboratory update.ClinMicrobiol

Rev. (2007) 20:115–32. doi: 10.1128/CMR.00027-06

20. Donnelly JP, Chen SC, Kauffman CA, Steinbach WJ, Baddley JW, Verweij

PE, et al. Revision and update of the consensus definitions of invasive fungal

disease from the European Organization for Research and Treatment of

Cancer and the Mycoses Study Group Education and Research Consortium.

Clin Infect Dis. (2020) 71:1367–76. doi: 10.1093/cid/ciz1008

21. Guazzelli LS, Severo CB, Hoff LS, Pinto GL, Camargo JJ, Severo LC.

Aspergillus fumigatus fungus ball in the pleural cavity. J Bras Pneumol. (2012)

38:125–32. doi: 10.1590/s1806-37132012000100017

22. Weiler S, Bellmann-Weiler R, Joannidis M, Bellmann R. Penetration

of amphotericin B lipid formulations into pleural effusion.

Antimicrob Agents Chemother. (2007) 51:4211–3. doi: 10.1128/AAC.01

087-07

23. Kutty K, Neicheril JC. Treatment of pleural blastomycosis: penetration

of amphotericin B into the pleural fluid. J Infect Dis. (1987) 156:689–

90. doi: 10.1093/infdis/156.4.689

24. Moriyama B, Torabi-Parizi P, Pratt AK, Henning SA, Pennick G, Shea YR, et

al. Pharmacokinetics of liposomal amphotericin B in pleural fluid. Antimicrob

Agents Chemother. (2010) 54:1633–5. doi: 10.1128/AAC.01438-09

25. Moriyama B, Ditullio M, Wilson E, Henning SA, Penzak SR, Danner RL, et

al. Pharmacokinetics of anidulafungin in pleural fluid during the treatment

of a patient with Candida empyema. Antimicrob Agents Chemother. (2011)

55:2478–80. doi: 10.1128/AAC.01560-10

26. Wheat LJ, Slama TG, Zeckel ML. Histoplasmosis in the

acquired immune deficiency syndrome. Am J Med. (1985)

78:203–10. doi: 10.1016/0002-9343(85)90427-9

27. Johnson PC, Khardori N, Najjar AF, Butt F, Mansell PW,

Sarosi GA. Progressive disseminated histoplasmosis in patients

with acquired immunodeficiency syndrome. Am J Med. (1988)

85:152–8. doi: 10.1016/S0002-9343(88)80334-6

28. Wheat LJ, Freifeld AG, Kleiman MB, Baddley JW, Mckinsey DS,

Loyd JE, et al. Clinical practice guidelines for the management of

patients with histoplasmosis: 2007 update by the Infectious Diseases

Society of America. Clin Infect Dis. (2007) 45:807–25. doi: 10.1086/

21259

29. Luh SP, Chou MC, Wang LS, Chen JY, Tsai TP. Video-assisted

thoracoscopic surgery in the treatment of complicated parapneumonic

effusions or empyemas: outcome of 234 patients. Chest. (2005)

127:1427–32. doi: 10.1378/chest.127.4.1427

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2022 Cui, Wang and Zhao. This is an open-access article distributed

under the terms of the Creative Commons Attribution License (CC BY). The use,

distribution or reproduction in other forums is permitted, provided the original

author(s) and the copyright owner(s) are credited and that the original publication

in this journal is cited, in accordance with accepted academic practice. No use,

distribution or reproduction is permitted which does not comply with these terms.

Frontiers in Public Health | www.frontiersin.org 5 July 2022 | Volume 10 | Article 914529

https://doi.org/10.1097/00006454-199305000-00018
https://doi.org/10.1378/chest.100.6.1715
https://doi.org/10.1016/0002-9149(76)90504-X
https://doi.org/10.1093/milmed/147.3.218
https://doi.org/10.1093/labmed/lmx021
https://doi.org/10.1097/00000441-199008000-00005
https://doi.org/10.1086/315717~
https://doi.org/10.1128/CMR.00053-10
https://doi.org/10.1128/CMR.00027-06
https://doi.org/10.1093/cid/ciz1008
https://doi.org/10.1590/s1806-37132012000100017
https://doi.org/10.1128/AAC.01087-07
https://doi.org/10.1093/infdis/156.4.689
https://doi.org/10.1128/AAC.01438-09
https://doi.org/10.1128/AAC.01560-10
https://doi.org/10.1016/0002-9343(85)90427-9
https://doi.org/10.1016/S0002-9343(88)80334-6
https://doi.org/10.1086/521259
https://doi.org/10.1378/chest.127.4.1427
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles

	A Case Report of Histoplasma-Associated Empyema Treated With Intravenous Injection and Local Thoracic Irrigation of Amphotericin B Plus Medical Thoracoscopy
	Introduction
	Case Report
	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	References


