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INTRODUCTION

Histoplasmin skin test was first conducted in East Pakistan in 1962 (Is]am et 3,],
1962). A second survey conducted later (Is]am and Sobhan, 1971)confirmed the earlier
findings indicating that histoplasmosis was significantly prevalent in East Pakistan, now
Bang]adesh. No active case has been described So far. We report here one such caSe
of ora] histoplasmosis.

CASE REPORT

A 69-year-old Muslim male reported to uS with history of mild respiratory symp-
toms which was diagnosed about three years back as viral pneumonia. This cleared up
without any specific therapy. In Ju]y, 1980 he developed mild discomfo~t in the mouth
when he noticed a small nodule on the mucous membrane of the left upper part of the
cheek. Mycostatin and ampicillin were advised by local doctors without any effect.

The lesion graduaUy increased in size and spread inwards when cloxacillin 250 mg
four times daily was administered. In about three months time the lesion involved two-
thirds of the posterior half of the under surface of the palate, when he was Seenby several
senior consultants in Dacca one after another.

Laboratory investigation included direct microscopy and concentration method
for sputum and culture for AFB which werenegative. Aldehyde and Chopra's test,
CFT for Kala-azar, VDRL, and FCFT wereaU negative. Tuberculin test waspositive
with 12 mm induration.

Biopsy from the lesion was suspected to be a tuberculous granuloma.

Treatment with myambutol 1000mg, INH 300 mg and streptomycin 0.5g daily
for one and a half month did not show any responSe. On the other hand, the lesion
progressed.

The patient reported to us during the first week of December 1980 apparently as
a healthy looking man. Examination of the oral cavity revealed that his molars and the
premolars on the right side were missing. Almost whole of the posterior half of the
under surface of the palate and part of the right cheek was covered with a verrucous
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growth (Fig I). This was clean, slightly reddish in colour and there was no ulceration
or bleeding. Tongue and tonsils were free. Submandibular lymph node was enlarged
2.5 cm in diameter. Liver waS 5 cm enlarged below right costal margin, smooth and
firm, not tender. Spleen was just palpable.

A skiagram chest did not show any evidence of pulmonary lesion or calcification.
Barium enema examination of colon did not show any abnormality.

The diagnosis of histoplasmosis waSconsidered a possibility in the face of negative
laboratory findings for other possibilities namely tuberculosisj visceral leishmaniasis,
syphilis and malignancy. Accordingly, a second biopsy waS advised. This showed
granulomatous inflammation characterised by large multinucleated giant cells along
with histocytes, mononuclear cells and lymphocytes. Diffuseness of the inflammation
with scattered multinucleated giant tells and absence of necrosis did not favour the diag-
nosis of tuberculosis though earlier suspected. On the other hand, there were organisms
which were PAS positive and a few of them were Giemsa positive. Further, they were
positive on silver methenamine stain. Their configuration, size and the silver positivity
suggested the diagnosis of histoplasmosis.

DISCUSSION

The case presented here is one of oral histoplasmosis. Absence of pulmonary
lesion does not preclude the diagnosis. Involvement of the submandibular lymph node
can occur in oral histoplasmosis. Enlargement of the liver and spleen with leucopenia
indicates dissemination of the disease. In about 50 percent caseS of laryngeal and oral

histoplasmosis collected by some author (Bennett, 1967) there was no evidence of
active pulmonary lesion or chronic cavitary lesion.

The route of infectionof the mucosalsurfaces by histoplasma is not wellunder-
stood. Haematogenous spread from a pulmonary focus is a possibility. By the time
the oropharyngeal disease becomes clinically evident the pulmonary lesion may
not be detectable. Absence of pulmonary lesionin our case is therefore, not a point
against clinical suspicion.

Cutaneous and mucosal lesions of histoplasmosis are almost always part of gene-
alised disease (Gorlin and Goldman, 1970). Involvement of submandibular lymph node,
liver and spleen with anaemia and leucopenia indicates disseminated nature of the disease
reported here.
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CaseS have been described from West Bengal, India by various authors
(Thamonayya anp Sanyal, 1979). Geographically, there is no natural barrier between
Bangladesh and West Bengal, India, apart from the fact that 90 percent inhabitants of
Bangladesh are Muslims and a similar proportion are Hindus in West Bengal. There
exists no environmental difference and other habit of the people of these two coun-
tries. It is therefore, not unusual to find active cases of histoplasmosis in Bangladesh.
We strongly feel that many such cases are missed as the disease is not suspected.
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Addendum:

Since submission of this paper the patient was admitted in hospital and treated

withamphotericin B. The initial responsewas satisfactory. The ulcer and the lymph
node regressed. About 16 months later there was recurrence of the lesion. Ampho-
tericin B waSagain given with gradually increasing dosage reaching a maximum of
60mg. daily. After administration of 0.7 g of the drug his blood urea and serum
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creatinine roSe to 28 mmol/L and 4mg per 100 ml. respectively. Blood count and
electrolytelevelremained normal aUthroughout. The dose was reduced to half (30mg
daily).There was no signof improvementof renal function after about a week when
the treatment was discontinued. His condition has not deteriorated till writing this
report at the tiPie of going to presS.


