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ABSTRACT OBJECTIVE: Histoplasma capsulatum is a dimorphic fungus, generally presenting as influenza like pulmonary
illness.We encountered with a Right main bronchus growth, mimicking malignancy.

MATERIAL AND METHODS:

A 45yearold lady, soil tiller by occupation, presented with Difficulty
in breathing, Chest pain and Cough for the past 2 months. H/O Loss
of weight +. She is a known diabetic. No H/O pulmonary
tuberculosis. General examination was found to be normal.
Respiratory system examination showed Right sided wheeze. CT
chest reveals Soft tissue component partially occluding the lumen
of right main bronchus with Right mid and lower lobe consolidation

main bronchus near the carina, completely occluding the lumen,

easily bleeds on touch. Bronchoscopicbiopsy was inconclusive.

Patient underwent Right posterolateral thoracotomy. Per operative

findings were,

» Rightupperlobeabscess

» Destroyed Right middle and lower lobe

» Hemorrhagic circumscribed mass attached to the right main
bronchus nearthe carina.

Surgical Procedure:

Right Pneumonectomy was done by excising the whole bronchial

mass along with diseased bronchus in toto . Bronchial stump was

stapled along with pleural flap cover. Specimen was sent for HPE.
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RESULTS:
During the post operative period, Bronchopleural fistula was
formed with wound infection on 6th POD. Biopsy report showed
features suggestive of Histoplasma capsulatum.
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Pt was started on Intravenous Fluconazole and discharged on 30"
POD with oral Fluconazole. Air leak was reduced gradually and ICD
was removed. Pt was under regular follow up.

DISCUSSION:

Among the Endobronchial fungal infections, Histoplasmosis is the
rarest entity that can mimic an endobronchial carcinomal1].
Individuals are infected by inhalation of the aerosolized
microconidia form of the fungus, presenting as a fixed obstructing
endobronchial lesion associated with hemoptysis; the latter
potentially necessitating surgical intervention[2]. Infection is
mostly self-limited; only 1% of the affected individuals develop
chronic disease. Residence in endemic areas, the organism load and
depressed immune status positively correlate with severity of
disease. if the patient is critically ill, intravenous Amphoterecin B
(0.7-1.0 mg/kg/day) is considered. After stabilization of symptoms,
the patient can be switched to oral itraconazole for up to 12
months[3]. Direct EB involvement may mimic malignancy. The most
prominent finding of EB histoplasmosis in the literature review was
hyperemic mucosa, bronchoesophageal fistulas and recurrent
aspiration pneumonias[4]. Masses, mucosal hemorrhage and
broncholiths were other EB findings. Surgical intervention should
be considered for broncholiths embedded in the bronchial wall,
granuloma-like appearances, bronchoesophageal fistulas, superior
vena cava obstruction or severe airway stenosis[5]. Bronchoscopic
descriptions of airway lesions include mass lesions, yellowish-white
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or reddish polypoid lesions, plaques and ulcerative lesions[6].
Surgical approaches may be lobectomy, segmentectomy,
pneumonectomy or closure of the bronchoesophageal fistula
depending upon the presentations[7]. Only 11 cases were reported
in literature till date. Itis having relatively a good prognosis.

CONCLUSION:
Endobronchial Histolasmosis is a rare entity, which should also be
considered as a cause in patients presenting with bronchial growth.
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