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We evaluated a 29 year old man with an osteolytic lesion of
the right femur. The patient was well until 3 months eatlier
when he was hospitalized for fever without focal symptoms.

He was empirically treated with broad spectrum antibiotics
and anti-malarials upon which the fever resolved. One week
later pain in the right thigh developed that gradually worsened
over several weeks with a poor response to non-steroidal
anti-inflammatory drugs. He had no fever and denied any
respiratory or other symptoms. The patient had

been treated for a tuberculous pleural effusion in 2003
that resolved after a full course treatment. He was
diagnosed with HIV infection in 2005, started stavudine-
lamivudinenevirapine in the same year and mentioned good
adherence without significant side effects. On physical
examination the only abnormality was slight swelling and
tenderness of the right thigh.

An X-ray of the femur showed a large cortical erosion with
periosteal reaction. Because a malignancy was considered he
underwent an open biopsy of the bone. During the procedure
pus was evacuated upon which the suspicion shifted to
bacterial osteomyelitis and cloxacillin was started. However
in the biopsy of the bone fungal organisms morphologically
consistent with histoplasma were seen within the trabecular
bone. The final diagnosis was therefore histoplasma
osteomyelitis and intravenous antifungal treatment was
initiated with good response.

Laboratory results were as follows: HIV-1 RNA < 150
copies/ml, CD4 count 210 cells/microliter, Hb 11.7
mg/dl and normal white blood cell- and neutrophil
counts. Histoplasmosis has long been recognized as
an opportunistic infection associated with HIV') often
presenting as disseminated infection, severe tespiratory
disease*® and as an immune reconstitution inflammatory
response (IRIS) after initiation of antiretroviral therapy®.
Few reports exist of patients with HIV and H. duboisii, the
African form of histoplasmosis °. There is only one case
report of histoplasmosis from Malawi, from the pre-HIV
era’. Our patient was on long-term, successful ART, and
the osteomyelitis was possibly caused by direct inoculation
through the skin during intensive soil contact that he has in
his work.

This case serves to remind clinicians to consider the diagnosis
of histoplasmosis in patients from sub-Saharan Africa with
fever, respiratory disease, oral ulcers and bone and soft tissue
lesions, especially in those who are HIV infected.
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