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Pulmonary histoplasmosis presenting with a halo sign on CT
in an immunocompetent patient

Histoplasmose pulmonar presente com sinal do halo em TC em um
paciente imunocompetente

Graziella Hanna Pereira, Liliane Yuri Almeida, Rosa Shizuda Okubo, Edson Marchiori

To the Editor:

Histoplasmosis is a common endemic mycosis.
Although most infections in immunocompetent
individuals are self-limiting, some patients develop
severe pneumonitis or other types of chronic
pulmonary infection. Specific imaging findings
depend on the organisms involved, the underlying
condition of the patient, and his condition after
immune depleting procedures. The disease process
in immunocompetent patients is usually limited
to a solitary nodule on chest X-rays or CT scans,
but enlarged hilar or mediastinal lymph nodes can
also be observed."” We report here the case of an
immunocompetent patient with histoplasmosis
who presented with a halo sign on CT.

A 47-year-old man presented with dry
cough, chest pain, fatigue, and fever, having
started 15 days prior. He reported neither

comorbidities nor a contact with environments
with mold. The patient was negative for HIV by
ELISA. Laboratory tests revealed leukocytosis,
elevated C-reactive protein levels (33 mg/L), and
hypertransaminasemia (three-fold higher than
the upper limit of normal). CT scanning revealed
a pulmonary nodule with a halo sign in his left
lower lobe (Figure 1) and left para-hilar lymph
nodes. Histological examination of a pulmonary
biopsy sample obtained during bronchoscopy
showed nonspecific inflammatory alterations.
Cultures for mycobacteria and fungi were negative.
Serology by counterimmunoelectrophoresis was
positive for histoplasmosis.

Treatment was initiated with itraconazole
(400 mg/day). After 30 days, a CT scan showed
that the size of the nodule was reduced by half.

Figure 1 - A CT scan at the level of the lower lobes showing a nodule surrounded by ground-glass attenuation

(halo sign) in the left lower lobe.
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The patient showed progressive improvement of
clinical symptoms and a reduction of the para-
aortic adenopathy. Treatment was maintained
for one year, during which the patient remained
asymptomatic, the nodule completely disappeared,
and the lymphadenopathy resolved. However,
histoplasmosis by counterimmunoelectrophoresis
remained positive.

We reported the case of an immunocompetent
patient who presented with a halo sign and
lymphadenopathy caused by histoplasmosis,
showing a good clinical response after one year
of treatment with itraconazole (400 mg/day).
Histoplasma capsulatumis a major endemic human
fungal pathogen that can cause a broad variety
of clinical presentations, ranging from mild, focal
pulmonary disease to life-threatening systemic
infections.™ In one study, open lung biopsies of
155 patients with undiagnosed lung lesions showed
that infectious etiologies were responsible for
19% of the lesions, the most common diagnosis
in this group being histoplasmosis (41%).?

The halo sign is characterized hy a ground-glass
opacity surrounding a nodule, mass, or round
area of consolidation.® This sign is frequently an
early indicator of invasive pulmonary aspergillosis
in immunocompromised patients, but it might
also indicate other invasive fungal diseases.

Our patient required treatment with high
doses of itraconazole for one year. Azoles,
such as itraconazole and voriconazole, and
amphotericin B have significant activity against
H. capsulatum. However, approximately 10% of
the patients hospitalized due to histoplasmosis
die,” despite the lack of antifungal resistance
among recovered isolates.©

In conclusion, a halo sign on CT might indicate
active histoplasmosis, which may require long-term
treatment, even in immunocompetent patients.
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