
October, 2016/ Vol 4/Issue 10                                                                                                           ISSN- 2321-127X 

                                                                                                                                                           Case Report  

   

International Journal of Medical Research and Review                           Available online at: www.ijmrr.in  1773 | P a g e  

 

Adrenal histoplasmosis in an immunocompetant Individual– a rare 
case report 
 
Das T.C1, Maiti A 2, Basu A.K3, Sinha A4, Dey L5, Devarbhavi P6, Chakraborty S7, Swar S8, Sinha N9, 
Bhattacharjee K10 
 
1Dr Tapas Chandra Das, DM Post-Doctoral Trainee, 2Dr Animesh Maiti, Associate Professor, 3Dr Ashish Kumar Basu, 
Head of Department, 4Dr Anirban Sinha, Assistant Professor, 5Dr Lakshmi Dey, DM, Post-Doctoral Trainee, 6Dr Praveen 
Devarbhavi, DM Post-Doctoral Trainee, 7Dr Satyam Chakraborty, 8Dr Subir Swar, DM Post-Doctoral Trainee,              
9Dr Neeraj Sinha, DM Post-Doctoral Trainee; above all authors are attached with Department of Endocrinology and 
Metabolism, Medical College and Hospital, 88, College Street; Kolkata, India, 10Kingshuk Bhattacharjee, Assistant 
Manager, Medical Services, Biocon LTD, Bangalore, India. 
 
Address for Correspondence: Dr Tapas Chandra Das, DM, Post-Doctoral Trainee, Department of Endocrinology and 
Metabolism, Medical College and Hospital, 88, College Street; Kolkata. kb21084@gmail.com 
………………………………………………………………………………………………………………....................... 

Abstract 

Introduction:  Disseminated histoplasmosis is common particularly among  immunocompromised individuals, alcoholics 
and extremes of age. It is of concern because of the associated high morbidity and mortality. Asymptomatic adrenal 
involvement has also been described in 30 to 50% of patients with disseminated histoplasmosis. We report a case of 
adrenal histoplasmosis in an immune-competent subject presenting with adrenal insufficiency. Case Report: A 49 years 
old Indian male presented with three months history of weakness, nausea and vomiting, mucocutaneous pigmentation 
and weight loss. Past medical history was significant for tuberculosis, for which he was incompletely treated. He was 
non-smoker, non-alcoholic and non-diabetic, with no history of sexual promiscuity. USG of abdomen revealed bilateral 
suprarenal mass, with right adrenal (48.3x 39.3mm) and left adrenal measuring (42.4 x 38mm). CECT scan of upper 
abdomen showed enlargement of both adrenal glands with right adrenal 44x25x43mm, left adrenal measuring 53x37x46 
mm suggestive of adrenal adenoma. CT guided FNAC of right adrenal mass showed necrosis, many budding yeast cells 
having the morphology of Histoplasma capsulatum. The patient was treated with liposomal form of amphotericin– B 150 
mg / day for two weeks followed by oral itraconazole 200mg BD for one year and hydrocortisone 25 mg/day in divided 
doses. After one month, there was gain in weight, pigmentation faded and nausea & vomiting disappeared. Conclusion: 
Adrenal histoplasmosis usually occurs in a setting of immunocompromised condition and in endemic area, but it does 
occur in immunocompetant hosts from non-endemic area, as in our case. It is prudent to obtain a cytological or 
histopathological examination to confirm the diagnosis so that appropriate treatment can be instituted to avoid fatal 
complications. 
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Introduction  

Histoplasmosis is a fungal infection caused by 
Histoplasma capsulatum [1]. Two major risk factors for 
developing the disease normally the first is working in 
high risk occupation and second risk factor is having a 
compromised immune system. High risk jobs include- 
construction worker, farmer, pest controle worker,  
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demolition worker, roofer, land scaper. Conditions 
associated with weakened immunity include-being very 
young or very old, having HIV or AIDS, taking strong 
anti-inflamatory medications like corticosteroids, 
undergoing chemotherapy for cancer, taking TNF 
inhibitors for conditions such as rheumatoid arthritis, 
taking immunosuppressant drugs to prevent a transplant 
rejection. Disseminated histoplasmosis is common 
particularly among immunocompromised individuals, 
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alcoholics and extremes of age and it is of concern 
because of the associated high morbidity and mortality 
[1]. India is considered to be a non-endemic area for 
histoplasmosis. Nevertheless, the first case of 
histoplasmosis being reported by Panja and Sen (1994) 
from India [2]. Since then many cases of disseminated 
histoplasmosis have been reported mostly from the 

eastern parts of the country [3]. Asymptomatic adrenal 
involvement has also been described in 30 to 50% of 
patients with disseminated histoplasmosis [4]. Here we 
report a case of adrenal histoplasmosis in an immune-
competent subject who had adrenal insufficiency at 
presentation. 

Case Report 

A 49 years old Indian male presented to us with a 3 months history of weakness, nausea and vomiting, mucocutaneous 
pigmentation and weight loss. Patient gives history of tuberculosis in the past for which he was incompletely treated with 
four drug ATD for a month from DOTS. He is non-smoker, non-alcoholic and non-diabetic; there was no history of 
sexual promiscuity.   
 
On physical examination, the patient appeared ill. His supine BP was 90/70 mmHg and standing position BP was 76/60 
mm of Hg without any postural drop. Axillary temperature was 37ºc, weight was 54 kg, height was 164 cm, and BMI 
was 20.14 kg /m² and blackish pigmentation of oral cavity, knuckle, palmer creese and both legs. 
 
Blood reports revealed haemoglobin-12.3gm%, WBC- 6500/³mm, platelet-1.8 lac/³mm, paired 8 AM serum cortisol- 2.15 
µg/dl and 8AM ACTH - 561pg /ml which is suggestive of primary adrenal insufficiency. Other biochemistry reports 
demonstrated plasma renin activity 3.1 ng/ml/hr in supine (high normal), serum aldosterone 1.85ng/dl in supine (in low 
normal range), urea 32mg/dl, creatinine 1.13 mg/dl, serum potassium 5 mmol/l, blood for sodium 124 mmol/l, FBS 70.2 
mg/dl, PPBS 105 mg/dl, blood for HIV serology was non reactive. Investigation for tuberculosis included Mantoux test-
15mm induration after 72 hours, sputum for AFB for 2 days – negative, chest X-ray PA view – no abnormality detected. 
USG of the abdomen revealed bilateral suprarenal mass, with right adrenal measuring (48.3x 39.3mm) and left adrenal 
measuring (42.4 x 38mm). CECT scan of upper abdomen showed enlargement of both adrenal glands with right adrenal 
measuring 44x25x43mm and left adrenal measuring 53x37x46 mm suggestive of adrenal adenoma. CT guided FNAC 
from right adrenal mass showed mainly necrosis, many budding yeast cells having the morphology of Histoplasma 
Capsulatum. ECG demonstrated low voltage complex. 
 
The patient was treated with liposomal form of amphotericin– B 150 mg / day for two weeks followed by oral 
itraconazole 200mg BD for 1 year and hydrocortisone 25 mg/day in divided doses. During follow up visit after one 
month in endocrine OPD, pigmentation begins to fade, patient gain weight, nausea vomiting disappear. 
 

      

Figure-1: Blackish pigmentation of oral cavity, knuckle, palmer creese 
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Figure-2: CECT of adrenal showing bilateral heterogenous enlargement 
 

 

Figure-3: Showing bilateral adrenal enlargement 

 

 

Figure-4: Adrenal histology showed mainly necrosis, many budding yeast 
cells having the morphology of histoplasma capsulatum. 
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Discussion 

This case of middle aged male, complaining of weight 
loss, vomiting, hyper pigmentation, fatigue suggestive 
of primary adrenal insufficiency. CECT of abdomen 
revealed bilateral adrenal enlargements. The 
differentials would be benign or malignant adrenal 
tumors, metastatic tumor, subacute adrenal hemorrhage, 
disseminated infections such as tuberculosis, 
histoplasmosis, cryptococcosis, coccidioidomycosis, 
and paracoccidiodomycosis [4, 5, 6, and 7] and 
tuberculosis being the commonest. In Brazilian series of 
131, 466 post mortem examinations there were 254 
cases of adrenalitis of which 43.7% were caused by 
tuberculosis, 33.8% by paracoccidomycosis and 1.2% 
by histoplasmosis [8]. CT features of adrenal 
histoplasmosis vary depending on the stage of the 
disease. Typical features include bilateral symmetrical 
enlargement of adrenal gland with preservation of 
normal outline, peripheral enhancement and central 
hypodense area with calcification seen in healing phase 
[9]. Other infectious causes namely para-
coccidomycosis, is indistinguishable from histo-
plasmosis on imaging. Furthermore metastasis may 
mimic infection because central necrosis is common in 
both the condition which is a challenging entity for a 
clinician [10, 11]. Percutaneous biopsy or FNAC using 
either CT or USG guidance is necessary for evaluating 
adrenal lesion, which exhibit typical microscopic 
features of histoplasma capsulatum. Histoplasma 
capsulatum is an intracellular dimorphic fungus which 
is usually seen in the macrophages cytoplasm and 
exhibits narrow based budding [12, 13].  
 
The mortality in untreated disseminated histoplasmosis 
patient was as high as 80-100%, but if treated with 
antifungal these very high mortality rate is remarkably 
reduced to less than 25% [14]. In our patient primary 
antifungal therapy instituted was liposomal 
amphotericin B 3mg/kg body weight for two weeks 
followed by oral itraconazole 200 mg BD for 1year. 
Treatment duration of 1 to 2 years is recommended to 
reduce recurrence [15]. 

Conclusion 

Primary adrenal insufficiency due to histoplasmosis in 
India is rare but encountered in clinical practice. 
Usually Adrenal histoplasmosis do occur in a setting of 
immunocompromised condition and in endemic area, 
but it does occur in immunocompetant hosts from non-
endemic area, as in our case. It is prudent to obtain a  

 
 
cytological or histopathological examination to confirm 
the diagnosis so that appropriate treatment can be 
instituted to avoid fatal complications. 

Funding: Nil, Conflict of interest: None initiated,  
Permission from IRB: Yes 

Reference 

1. Anderson E. Histoplasmosis.. Pediatr Infect Dis J. 
2006 Jan; 25(1):73-4 

2. Panja G and Sen S. A unique case of histoplasmosis. 
Journal of Indian Medical Association 1954; 23: 257-
258. J Indian Med Assoc. 1954 Mar; 23 (6):                
257-8 

3. Goswami RP, Pramanik N, Banerjee D, Raza MM, 
Guha SK, Maiti PK. Histoplasmosis in eastern India: 
the tip of the iceberg? Trans R Soc Trop Med Hyg. 
1999 Sep-Oct;93(5):540-2. 

4. Kumar N, Singh S, Govil S. Adrenal Histoplasmosis: 
Clinical Presentation and Imaging Features in 9 Cases. 
Abdominal Imaging, 2003;28:703-8 Kumar N, Singh S, 
Govil S. Adrenal histoplasmosis: clinical presentation 
and imaging features in nine cases. Abdom Imaging 
2003;28:703-8 

5. Lam KY, Lo CY. Metastatic Tumors of Adrenal 
Glands: A 30 years Experience in Teaching Hospital. 
Clinical Endocrinology 56:96-101, 2002. Clin 
Endocrinol (Oxf). 2002 Jan;56(1):95-101. 

6. Leal AM, Bellucci AD, Muglia VF, Lucchesi FR. 
Unique adrenal gland imaging features in Addison's 
disease caused by paracoccidioidomycosis. AJR Am J 
Roentgenol. 2003 Nov;181(5):1433-4. 

7. Moreira SG Jr, Pow-Sang JM. Evaluation and 
management of adrenal masses. Cancer Control. 2002 
Jul-Aug;9(4):326-34. 

8. Fernandes VS, Bisi H, Longatto Filho A, de Camargo 
RY. [Incidence of adrenalitis in necropsy material]. Rev 
Hosp Clin Fac Med Sao Paulo. 1991 Sep-Oct; 
46(5):219-22. 

9. Rosen bit AM, Kin A, et al, adrenal histoplasmosis 
manifested as Addison disease. Unusual CT feasures 
with magnetic resonance imaging correlation. Clinical 
Radiology 2001; 56:682-4. 



October, 2016/ Vol 4/Issue 10                                                                                                           ISSN- 2321-127X 

                                                                                                                                                           Case Report  

   

International Journal of Medical Research and Review                           Available online at: www.ijmrr.in  1777 | P a g e  

 

10. Gohar S, Sule A, Gaitonde S, Mittal G, Ejaz P, 
Mangat G, Bhaduri A, Joshi VR. Adrenal 
histoplasmosis. J Assoc Physicians India. 2001 
Sep;49:916-7. 

11. Grover SB, Midha N, Gupta M, Sharma U, Talib 
VH. Imaging spectrum in disseminated histoplasmosis: 
case report and brief review. Australas Radiol. 2005 
Apr;49(2):175-8. 

12. Fitzhugh VA, Maniar KP, Kim MK, Chen H, 
Schainker BA. Adrenal histoplasmosis. Diagn 
Cytopathol. 2010 Mar;38(3):188-9. doi: 10. 
1002/dc.21080. 

13. Gopal K, Singh S, Gupta R. Fine needle aspiration 
cytology in bilateral adrenal mass in a 58 years old man. 
Actacytol 2010;54: 234-6. 

14. Subramanian S, Abraham OC, Rupali P, Zachariah 
A, Mathews MS, Mathai D. Dissiminated histo-
plasmosis. Journal of association physician of India, 
2005; 53:185-9. J Assoc Physicians India. 2005 Mar; 
53:185-9 

15. Rana C1, Kumari N, Krishnani N. Adrenal 
histoplasmosis: a diagnosis on fine needle aspiration 
cytology. Diagn Cytopathol. 2011 Jun; 39(6):438-42. 
doi: 10.1002/dc.21453. Epub 2010 Oct 14. 

 
 

 
……………..................... 
How to cite this article? 

Das T.C, Maiti A, Basu A.K, Sinha A, Dey L, Devarbhavi P, Chakraborty S, Swar S, Sinha N, Bhattacharjee K. Adrenal 
histoplasmosis in an immunocompetant Individual– a rare case report. Int J Med Res Rev 2016;4(10):1773-
1777.doi:10.17511/ijmrr. 2016.i10.11.  
.………………………………………………………………………………………………………………………………. 
 
 

 
  


