
Introduction
In North and Central America, the thermally dimorphic fungus 
Histoplasma capsulatum is endemic. In immunocompetent 
individuals, exposure to the bacterium simply causes an 
asymptomatic infection; in immunocompromised individuals, it 
can result in lethal disseminated fungemia [1].
Although the organism is widespread, histoplasmosis cases are 
uncommon in Asia. Extrapulmonary histoplasmosis is an 
acquired immunodeficiency syndrome (AIDS)-defining illness 

in HIV-positive individuals, but still only rarely involves the 
musculoskeletal system [2, 3]. Only a few cases of H. capsulatum 
infection in the bone have been documented in the past few 
decades.
One patient, who showed no symptoms of a persistent illness or 
abnormal immune function, was diagnosed and treated for 
histoplasmosis osteomyelitis that had spread to two bones. We 
monitored the patient for a year, and she experienced no negative 
outcomes. We provide this case report to discuss about our 
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Introduction: Histoplasma capsulatum is a thermally dimorphic fungus that is endemic to North and Central America and rarely encountered 
in Asia. Musculoskeletal involvement is uncommon, particularly in immunocompetent individuals. This report presents a rare case of localized 
histoplasmosis osteomyelitis involving two skeletal sites in an immunocompetent patient.
Case Report: A 53-year-old immunocompetent female presented with a 6-month history of chronic, multifocal osteomyelitis involving the 
right lateral malleolus and left ring finger. She had no systemic symptoms or history suggestive of immunosuppression. Radiographs revealed 
osteolytic lesions, and histopathological examination demonstrated granulomatous inflammation with fungal spores confirmed by periodic 
acid-Schiff and Gomori Methenamine Silvers staining, consistent with H. capsulatum. The patient underwent surgical debridement with 
autologous cancellous bone grafting and temporary external fixation. Post-operatively, she received intravenous Amphotericin B for 6 weeks, 
followed by a period of protected mobilization. At 1-year follow-up, the patient had complete recovery with no evidence of recurrence.
Conclusion: Localized histoplasmosis osteomyelitis in an immunocompetent host is extremely rare and may mimic bacterial osteomyelitis. A 
high index of suspicion, timely histopathological diagnosis, and appropriate antifungal therapy combined with surgical management are 
essential for optimal outcomes.
Keywords: Histoplasma capsulatum, histoplasmosis osteomyelitis, immunocompetent, amphotericin B, antifungal therapy, bone infection.

Abstract

Learning Point of the Article:
Fungal osteomyelitis due to Histoplasma capsulatum can occur even in immunocompetent individuals; early diagnosis and combined 

surgical and antifungal therapy are key to successful management.

Rare Case Report of Histoplasmosis Osteomyelitis in Immunocompetent 
Adult

Submitted: 09/09/2025; Review: 08/10/2025; Accepted: November 2025; Published: December 2025

DOI: https://doi.org/10.13107/jocr.2025.v15.i12.6530
© The Author(s). 2025 Open Access. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License (https://creativecommons.org/licenses/by-nc/4.0/), 

which permits unrestricted use, distribution, and non-commercial reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data 

made available in this article, unless otherwise stated.

Dr. Debashish Mishra Dr. Ravipati Aakash



www.jocr.co.in

knowledge in the diagnosis and treatment of Histoplasmosis 
osteomyelitis.

Case Report
A 53-year-old female presented with multifocal signs of chronic 
osteomyelitis, 6 months duration, that is, Fig. 1: Over the right 
ankle lateral aspect and Fig. 2: Left hand ring finger with no 
systemic features of infection. It was associated with pain and 
progressive difficulty in walking.
There was no history of fever/exposure to TB/chronic systemic 
diseases (Type 2 Diabetes Mellitus) or any significant history of 
chronic diseases in the past.
Physical examination revealed the patient to be cooperative, 
well oriented to time, place, and person, moderately built and 
nourished. There was no pallor, local or generalized 
lymphadenopathy and edema was absent. There were no 
systemic signs of immunocompromise. Other systemic 
examination was within normal physiological limits.
A swelling was noted over the left lateral malleolus 4 × 4 cm size 
with erythema over the surrounding skin, induration was 
present. It was firm in consistency and the skin was not 
pinchable. The swelling was not mobile, tenderness was present 
and ankle range of motion was near normal. There was no distal 
neurovascular deficit.
Another swelling noted over the left ring finger distal 
interphalangeal joint of 1 × 2 cm with surrounding erythema 
and induration. The swelling was not mobile but a discharging 
sinus was present (seropurulent). The range of motion at the 
distal interphalangeal joint was 10–30° flexion.
The patient was evaluated radiologically and routine blood 

i n v e s t i g a t i o n s  w e r e  s e n t . 
Laboratory testing indicated a 
blood white cell count of 8.6 × 
1 0 9 / L ,  w i t h  n e u t r o p h i l s 
a c c o u n t i n g  f o r  5 8 . 3 %  a n d 
lymphocytes for 31.6%. The 
hematocr it  was 36.0%.  The 
Erythrocyte sedimentation rate 
was 62 and C-reactive protein was 
24. She was negative for anti-
human immunodeficiency virus, 
anti-syphilis, and anti-hepatitis C 
virus antibodies, anti-hepatitis A 
v ir us  immunoglobul in ,  and 
hepatitis B surface antigen. The 
concentration of serum alkaline 
phosphatase was 226 U/L, slightly 
h i g h e r  t h a n  t h e  c u t o f f  f o r 
abnormal values: >140 U/L), and 

total bilirubin was 0.19 mg/dL, which was lower than the cutoff 
value of 0.30 mg/dL. The concentrations of plasma electrolytes, 
creatinine, urea nitrogen, and albumin were within normal 
ranges.
On radiological evaluation Fig. 3 and 4: An osteolytic lesion was 
noted over the lateral malleolus, not well demarcated edges, no 
sclerosis and joint space was maintained. The lateral cortical 
bone was intact.

Surgery
The lateral cortical bone was intact, and that the subcortex was 
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Figure 1: Discharging ulcer over the left ankle (lateral).

Figure 2: Discharging wound over the left ring finger.
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filled with brown fleshy tissue 3 �× �2 �× �2 �cm in size. The 
lesion tissues and narrow margin -scraped using a curette, and 
the tissue cavity - treated sequentially with carbolic acid, 
alcohol, and hydrogen peroxide as chemical cauterization.
Bone graft (autologous cancellous) was harvested from the iliac 
crest and filled inside the defect. Fig. 5: Temporary stabilization 
was done with an external fixator (delta frame).

Histology
Fig. 6: Round and oval spores; granulomatous inflammatory 
cells in the lesion tissue sections, Fig. 7 and 8: Positive periodic 
acid-Schiff staining and periodic acid methenamine-silver 

s t a i n i n g 

negative smear for acid-fast staining , 
indicating H. capsulatum.

Treatment
Thorough debridement of the infected tissue 
was done with a curette, till fresh bleeding was 
noted. Autologous bone graft was given and 
temporary stabilization with an external 
fixator was given. The patient was started on 
Amphotericin B for 6 weeks. Patient was 
advised non-weight-bearing walking (walker-
assisted) for 3 weeks. (Fig. 9).

Discussion
B a c t e r i a l  p a t h o g e n s ,  p r i m a r i l y 

Staphylococcus, remain the most common cause of subacute 
osteomyelitis in immunocompetent individuals, but mycotic 
infection does occur infrequently [4].
Histoplasmosis is brought on by H. capsulatum infection, 
which typically happens in the lungs. The soil serves as H. 
capsulatum’s environmental reservoir [5]. People obtain 
Infection with H. capsulatum generally occurs through 
breathing conidial forms of the organism that are present in the 
environment, including soil that has been exposed to chickens, 
birds, or bat excrement, and can infect humans when its spores 
are aerosolized [5, 6, 7]. The severity of the primary infection 
depends on several factors, including the size of the inoculum, 
the immune status of the host, and the virulence of the infecting 
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Figure 3: Anteroposterior and lateral views of the left ankle when the patient presented to the 
outpatient department showing an osteolytic lesion of the lateral malleolus.

Figure 4: X-ray of the left hand in anteroposterior view - soft 
tissue shadow noted over the distal phalanx of the ring finger. Figure 5: Delta frame applied after debridement.
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strain [8]. In our case, the infection’s source was obscure. She 
claimed she had no recent travel history, lived in the 
countryside, and worked daily in the fields. She might have 
picked up the H. capsulatum infection in the fields. 
Immunocompetent subjects who become infected with H. 
capsulatum typically experience asymptomatic or moderate 
flu-like infections with fever, headache, malaise, coughing, and 
chest pain that spontaneously go away after a few days. For 

several years, infected people can harbor H. capsulatum. 
Disseminated histoplasmosis, which can affect the lungs, 
central nervous system, liver, spleen, and rheumatologic, ocular, 
and hematologic systems, can occur in a patient who has 
become immunosuppressed. Patients with histoplasmosis in 
the muscle and bone tissues, however, are incredibly 
uncommon [9].  There are  ver y few cases  of  bone 
histoplasmosis reported, of which it’s mostly disseminated in 
immunocompromised hosts. Reported cases of lower limb 
b o n e  h i s t o p l a s m o s i s  a n d  l o c a l i z e d  l e s i o n s  i n 
immunocompetent host is rarest [10].
To repair a solid distal tibiofibular syndesmosis and ankle joint, 
the patient’s surgical cavity was filled with homologous 
cancellous bone rather than bone cement or antibacterial beads. 
Indeed, physical examination and radiographic scans have 
shown that the function and structure of the surgically repaired 
muscles and bone structures have fully recovered. The patient 
was able to engage in both routine and demanding activities. 
The medications for the treatment of histoplasmosis were listed 
as being itraconazole and amphotericin B [11].
Amphotericin B is a widely used medication for treating people 
with life-threatening illnesses [12], although it can occasionally 
have serious side effects with close monitoring of renal 
functions. Patients who are immunocompromised (AIDS) 
should receive amphotericin B as induction therapy for 
disseminated histoplasmosis and either amphotericin B or an 
oral azole antifungal medication (itraconazole) as maintenance 
therapy [13].
Itraconazole (200 mg once or twice daily for 6–12 months) is 
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Figure 6: H&E section ×40:- Fibrocollagenous tissue showing mixed 
inflammatory cells and plenty of histiocytes with organism in their 
cytoplasm and new foreign body giant cells.

Figure 7: Special stain for confirmation - periodic acid-Schiff (PAS) stain, 
×40 PAS positive - fungal organism.

Figure 8: Special stain for confirmation, Gomori Methenamine Silvers 
(GMS) stain, ×40 GMS + for fungal organism.
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the drug of choice for mild and isolated disease [6,14,15,16,17] 
and can be used for both the induction and maintenance phases 
of treatment for disseminated histoplasmosis. Itraconazole’s 
labeling states that there is not adequate support for its usage in 
children. A safe option is voriconazole, a conazole with clear 
labeling and instructions for usage in teenagers [4]. The follow-
up results showed that the prognosis was quite positive.
As a summary, we describe a rare instance of localized 
histoplasmosis osteomyelitis that lacked immunocompromise. 

Using routine radiological exams, this condition was 
difficult to diagnose. For the control of infection and 
functional recovery, we discovered that surgical 
excision of the lesion, local treatment with autologous 
bone transplantation, and systemic treatment with 
antibiotics were all beneficial. In patients who cannot 
take itraconazole, fluconazole (400 mg–800 mg daily) 
is an alternative [14, 17].

Conclusion
Histoplasmosis capsulatum is a rare cause of localized 
osteomyelitis the diagnosis of the histoplasmosis was 
initially not suspected and she was receiving emperical 
antiobiotics for the same until culture showed growth 
of H. capsulatum fungus.Figure 9: Six-weeks post-operative X-ray of the left ankle.

Clinical Message

Histoplasmosis osteomyelitis can occur even in immunocompetent 
individuals and may mimic bacterial infection; a high index of 
suspicion, prompt diagnosis with combined surgical debridement 
and antifungal therapy ensures optimal outcomes.
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