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The year 2018-2019 has witnessed some excellent literature on clinical 
mycology. We have reviewed 3 articles in this paper which may be most 
relevant to clinical practice in the Indian scenario. 

Bitterman R, Hardak E, Raines Met al. Baseline Chest Computed 
Tomography for Early Diagnosis of Invasive Pulmonary Aspergillosis 
in Hemato-oncological Patients- a Prospective Cohort Study. Clin Infect 
Dis. 2019 pii: ciz194. 

This study aimed to assess the value of a baseline chest CT for early diagnosis 
of invasive pulmonary aspergillosis in hemato-oncological patients. All 
patients admitted for induction or salvage chemotherapy between October 
2015 to September 2017 for acute myeloid leukemia (AML) or for allogeneic 
hematopoietic stem cell transplantation (HSCT) underwent routine baseline 
chest CT.  Between July 2016 and April 2017, they also included those patients 
undergoing autologous HSCT. Patients with abnormal CT underwent diagnostic 
bronchoscopy with BAL sampling. Laboratory processing of BAL fluid included 
fungal stain, fungal culture, aspergillus DNA PCR, and Galactomannan (GM) 
antigen detection. Serum GM was also measured. Patients with the diagnosis 
with IPA, according to the EORTC diagnostic criteria, were commenced on 
treatment with voriconazole, whereas others were given antifungal prophylaxis 
with posaconazole or fluconazole for the duration of neutropenia. During the 
neutropenic period they measured GM in serum twice weekly, and repeated 
chest CT for patients with persistent fever unresponsive to broad-spectrum 
antibiotic coverage.

Of the 295 patients included in study, 107 were admitted for induction 
chemotherapy for newly diagnosed AML, 24 were admitted for salvage 
chemotherapy; 82 were admitted for allogeneic HSCT and 82 were admitted 
for autologous HSCT. Baseline chest CT was abnormal in 91 (30%). Of these, 
49 (17%) patients had significant pathological findings and underwent 
bronchoscopy with BAL. A diagnosis of IPA on admission was made in 15 
(15/295, 5%) patients. Additional 29 patients (29/295, 9.8%) were diagnosed 
with IPA subsequently during hospitalization. All 44 cases were probable IPA, 
40 had positive GM in BAL, 8 had positive GM in serum and 6 had growth 
of Aspergillus spp. in fungal culture from BAL. In addition, 11 had positive 
Aspergillus PCR in BAL not used as a sole microbiological criterion.

Among 107 patients with newly diagnosed AML, 18.7% (20/107) were 
diagnosed with proven or probable IPA at any time during the hospitalization 
for induction chemotherapy, more than half of these patients (11/20, 55%) 
were diagnosed on admission. Among patients with AML half the burden of IPA 
was present before start of chemotherapy. The authors concluded that routine 
baseline chest CT may lead to early diagnosis and treatment of  infection 
leading to reduced morbidity and mortality. Important limitations of the study 
included a single centre study, small sample size and lack of information on 
survival outcomes. 

Message from the Editor

A warm welcome to the delegates of CIDSCON 2019 from the Fungal 
Infection Study Forum.
We first review important publications in mycology relevant to our clinical 
practice. A recent study highlighted the importance of performing a 
baseline chest CT examination for early diagnosis of IFI in patients with 
AML and those undergoing HSCT. A recent metanalysis reports good 
sensitivity but moderate specificity of BDG estimation for diagnosis of IFI 
in cancer patients. The difficulties in treatment and eradication of Candida 
auris is discussed in the mycology review as well as a case report. Another 
case report discusses disseminated aspergillosis in an immunocompetent 
patient with an overwhelming environmental exposure. A case report on 
skin and bone infection with Bipolaris highlights the utility of terbinafine 
in management of invasive fungal infection when voriconazole cannot be 
used for cost reasons.  
Would also like to draw attention to a series of lectures produced by FISF on 
fungal infections that can help you update your skills in the diagnosis and 
treatment of fungal infections. FISF also organizes two day training courses 
in fungal infections and invites interested people to participate in them.  
Please visit the website of FISF for more details on all these events.
Welcoming your feedback
Editor 
Dr. Tanu Singhal; Consultant Pediatrics and Infectious Disease,  
Kokilaben Dhirubhai Ambani Hospital, Mumbai
Feedback is welcome at  
tanusinghal@yahoo.com, tanu.singhal@relianceada.com

Biagi MJ, Wiederhold NP, Gibas Cet al.Development of High-Level 
Echinocandin Resistance in a Patient With Recurrent Candida auris 
Candidemia Secondary to Chronic Candiduria. Open Forum Infect 
Dis.2019 J; 6(7): ofz262. doi: 10.1093/ofid/ofz262

This is a case report of a 54-year old Africo-American man with multiple 
comorbidities (quadriplegia, multiple chronic wounds, osteomyelitis of 
the right hip with abscess formation, and active deep venous thrombosis in 
the right upper extremity), on a long term urinary catheter who had been 
admitted multiple times over 5 months. During this period, the patient had 11 
urine cultures positive for candida (9 unidentified and 2 C. lusitaniae), 2 blood 
cultures which initially grew echinocandin susceptible C. auris (which had been 
misidentified as C. haemolunii by MALDI-TOF MS initially) and 1 blood culture 
which turned out to be an echinocandin resistant C.auris which could not be 
identified by Vitek MS. The patient had received multiple antibiotics and a long 
duration of echinocandins. Through this case, the authors wanted to highlight 
4 key areas of concern with respect to C.auris: misidentification, persistence, 
recurrence, and the development of resistance.  

In this patient, of the 14 positive cultures of candida isolates (11 Urine and 3 
blood), candida species could not be identified in 11 samples (9 urine and 2 
blood), 2 were identified as C.lusitaniae and 2 were identified as C. haemolunii 
by MALDI-TOF MS, both of which are closely related phylogenetically with 
C. auris. The latter 2 cultures were properly identified as C. auris by the 
Mycology Reference lab. The authors believe that the isolates identified as 
C. lusitaniae represent un/misidentified C. auris. Misidentification of C. auris 
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may delay the implementation of infection control and prevention practices 
which predisposes to patient to patient transmission causing outbreaks. The 
authors recommend that apart from the CDC recommendations of further 
testing isolates of C. haemolunii and those species which are unidentified, 
institutions that utilize MALDI-TOF MS technology also should perform further 
identification testing on isolates of C. lusitaniae.

C. auris has the striking ability to cause persistent colonization or infection. 
Important risk factors associated with C. auris include the use of broad spectrum 
antibiotics and antifungals, urinary and central venous catheters, chronic 
wounds, immunosuppression, and mechanical ventilation. Authors opine 
that persistent colonization may lead to recurrent episodes of candidemia 
and suggest removal of urinary catheters as soon as feasibly possible. It’s 
challenging to treat C.auris candiduria due to almost universal resistance to 
fluconazole, and poor urinary penetration of other azoles and echinocandins. 
Although the clinical experience with flucytosine to treat C. auris urinary tract 
infections is limited, this drug warrants consideration given the lack of primary 
resistance, excellent urinary penetration and clinical utility in symptomatic 
fluconazole-resistant C. glabrata. Amphotericin bladder wash may need to be 
considered too in case of lower urinary tract infections with susceptible C. auris 
strains due to limited treated options. 

Echinocandin resistance in C.auris, as described in this case and in a few others 
is caused by a point mutation in the FKS1 region, owing to previous exposure 
to echinocandins. The authors thus recommend that although there are no 
approved susceptibility breakpoints for C. auris, susceptibility testing must 
be performed for patients with persistent or recurrent infections who have 
previously received an echinocandin.

White SK, Walker BS, Hanson KE et al. Diagnostic Accuracy of β-d-
Glucan (Fungitell) Testing Among Patients With Hematologic 
Malignancies or Solid Organ Tumors: A Systematic Review and Meta-
Analysis. Am J ClinPathol. 2019; 151(3):275-285. 

This recently published meta-analysis evaluated the diagnostic accuracy 
of Fungitell BDG assay in diagnosis of IFI in patients with haematologic 
malignancies and solid organ transplant recipients. After screening 12,426 
articles (only full-text articles) from EMBASE and MEDLINE database from 
1995 (when BDG was first used as a diagnostic assay) to 2017, they ultimately 
included 19 studies (3040 patients) in their statistical analysis. The included 
studies had been published between 2008 to 2017. All these studies used 
serum Fungitell BDG test at a threshold of 80 pg/mL (85 pg/mL in one study) 
to identify any type of IFI among patients. IFI was defined as definite, probable 
and possible using EORTC criteria/ study-specific diagnostic methods similar 
to EORTC. 

Of the 19 studies, 9 studies were prospective, 6 were case control and 4 were 
retrospective cohort studies. The majority of studies (58%) included all fungal 
infections as part of their study design, followed by the inclusion of only 
Aspergillus (n = 5), PJP (n = 2), or Candida (n = 1). 

The overall sensitivity and specificity estimates for the 19 studies were 83% 
(95% CI, 74%-89%) and 79% (95% CI, 64%-88%), respectively. There was 
substantial heterogeneity between studies. After excluding 9 studies with 
a high risk of bias the pooled sensitivity and specificity was 80% and 63% 
respectively. There continued to be substantial heterogeneity in regards to 
reported specificities among high-quality studies .The NPV ranged between 
90-100% barring one study (68%). PPVs varied widely (6-100%). On average, 
the PPV increased by 1% for every 1% increase in prevalence.

The authors concluded that the Fungitell BDG assay is fairly sensitive for 
diagnosis IFI but has lower specificity among cancer patients. Therefore, it is 
important that BDG be used in conjunction with other clinical findings when 
deciding if antifungal therapy should be administered.

successful TreaTMenT of disseMinaTed 
granuloMaTous aspergillosis in an 
apparenTly iMMunocoMpeTenT hosT.

Umang Agrawal*, Pratik Savaj*,  
Kanishka Davda*, Rajeev Soman**,  
Ayesha Sunavala*
*PD Hinduja National Hospital and Medical Research 
Centre, **Jupiter Hospital, Pune

A 26-year Indian gentleman, residing in Central India (Bilaspur, Chattisgarh), 
presented elsewhere with complaints of 2 episodes of passing blood clots 
in urine in a period of 10 days. There were no associated complaints. He was 
investigated and was found to have a hypodense lesion in left kidney on CT-
KUB (Figure 1). By this time, he had also started complaining of dry cough. A 
CT chest revealed presence of a thick walled lesion with central cavitation in 
the right mid zone (Figure 2). A neoplastic process was considered. CT guided 
biopsy of the chest and kidney lesions were reported to have broad aseptate 
fungi with granulomatous inflammation on histopathology. Cultures were not 
sent. The patient was referred for further management to our hospital with a 
diagnosis of disseminated mucormycosis. 

Figure 1 Figure 2

Figure 3

He consulted us two months after his initial complaints had developed. He 
was never treated for the reported diagnosis. He was a non- diabetic. He was 
on prednisolone (10-15mg/day for 3-4 months) for vitiligo but had stopped 
the medication a month prior to his symptoms. He gave a history of aspiration 
while swimming in a tank with his friends. He claimed that the walls of the 
tank were lined with moss. He refused further investigations at that point 
but presented one week later to the EMS with left sided hemiparesis. He was 
admitted for further management.

His hemoglobin was 120g/L and white cell count was 7440 cells/uL with 
normal absolute neutrophil count. Platelet count was normal. His creatinine 
was 1.1mg/dL. His random blood sugar level was 110 mg/dL and HbA1C was 
5.2%. Urine dipstick revealed presence of blood but no pus cells. 3 samples of 
urinary AFB were negative. Urinary TB-PCR was negative. Urine TBMGIT culture 
was requested. 2D echo was normal. 4th generation HIV ELISA was negative.
Brain imaging showed a heterogeneously enhancing lesion in the right frontal 
lobe showing a thick irregular enhancing wall with inner crenated margins 
with significant oedema causing mass effect and midline shift (Figure 3). An 
urgent CT guided lung biopsy was performed.
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The clinico-histopathological discordance in this case prompted us to review 
the diagnosis of invasive mucormycosis. Apart from the history of recent steroid 
intake (but well maintained blood sugar levels), there was no other risk factor 
for mucormycosis. Secondly, for a patient with a diagnosis of disseminated 
mucormycosis to be so well preserved for almost two months after symptom 
onset seemed unlikely. In view of the history of possible aspiration of 
contaminated water from a tank lined with moss, presence of disseminated 
lesions and prior history of receipt of steroids, other potentially invasive mold 
infections like scedosporiosis, aspergillosis etc were entertained among the 
differential diagnoses. These ubiquitous filamentous fungi are present in soil, 
sewage and polluted waters. Clinical manifestations range from transient 
colonization of respiratory tract to disseminated disease predominantly 
seen in immunocompromised hosts. Although any disseminated invasive 
mold infection would be life-threatening, A. flavus has been known to cause 
granulomatous inflammation, [1] which may present with an indolent clinical 
course as was seen in this case.

Septate fungal filaments with granulomatous inflammation were seen on 
histopathology examination (Figure 4). The previous histopathology slides 
sent for review also revealed septate fungal filaments. Prior to diagnosis, he 
was commenced on liposomal amphotericin B empirically. He underwent 
craniotomy with excision of the cerebral abscess and left nephrectomy. Given 
the prolonged duration of general anaesthesia and extensive debridement 
done during this surgery, surgical excision of the pulmonary lesion was 
deferred. It was managed conservatively with antifungal treatment. 
Intraoperative specimens grew Aspergillus flavus (Figure 5). Liposomal 
amphotericin B was stopped and voriconazole was started for disseminated 
aspergillosis. His treatment was switched over to posaconazole after 1 month 
due to voriconazole induced rash. Prior to discharge, multiple investigations 
(Immunoglobulin assay, lymphocyte subset analysis, nitroblue tetrazolium test, 
dihydrorhodamine test etc) was done to rule out a primary immunodeficiency 
disorder. These were normal. He was discharged in a stable condition after a 
month’s stay in the hospital.

aspergillosis worldwide (5). It can cause invasive granulomatous aspergillosis, 
which has traditionally been described as a sinonasal disease with a possible 
intraorbital or intracranial extension (6). It is predominantly seen in parts of 
India, Pakistan, Sudan and Saudi Arabia, presents in immunocompetent hosts 
and carries an indolent clinical course (6,7). Histologically, the tissue shows 
presence of non-caseating granulomas, extensive fibrosis and few hyphae 
(8). To the best of our knowledge, this may be the first reported case of 
invasive granulomatous aspergillosis involving the lung, brain and the kidney 
simultaneously.

Of all the forms of invasive aspergillosis, CNS aspergillosis is the most dangerous 
and generally carries a poor prognosis with mortality rates approaching 88% 
(9). Important principles of management include attempts to establish an 
early diagnosis, surgical source control where possible, administration of 
voriconazole and reversal of underlying immunosuppressed state (10). The 
optimum duration of therapy in CNS aspergillosis is uncertain. In a study of 
81 patients with CNS aspergillosis, the duration of therapy with voriconazole 
varied widely between 3-1128 days. The authors also observed that patients 
who underwent surgical source control had significantly better survival 
outcome (11). One school of thought recommends 12-18 months of antifungal 
therapy to be optimum for the management of cerebral aspergillosis (12). Our 
patient showed a favourable response to surgical source control and prolonged 
antifungal treatment.
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TreaTing Candida auris: sailing in uncharTered 
waTers

Sujata Rege, Dipali Chavan, Jyoti Gulati,  
Rajeev Soman
Jupiter Hospital, Pune

A 67 year female is a known case of Rheumatic Valvular Heart Disease with a 
closed mitral valvotomy done in 1980. She underwent re-do MVR with Tricuspid 
annuloplasty (tissue valve) elsewhere during which she had an inadvertent IVC 
tear which was reconstructed with a pericardial patch and was discharged on 
POD8. She was readmitted at the same hospital on POD16 with encephalopathy 
but no fever, CVC was inserted at the time. Due to worsening hemodynamic 
condition, she was shifted to JH for further management. Peripheral blood 
culture at admission grew yeast. TTE did not show vegetations. Micafungin 
100 mg/day was started by the intensivist in view of hypotension and need 
for antifungals with bio film and cidal activity. The yeast was later identified 
as Candida auris and since the patient showed no clinical improvement on 
micafungin after 2 days of therapy, she was referred for an ID consult. 
Repeat blood cultures and Serum β-D Glucan were advised to ascertain 
significance of single positive blood culture. Serum BDG was found to be 183, 

Figure 4 Figure 5
The patient was treated with posaconazle for a period of one year. His serial 
CT scans of the chest, during and after completion of treatment, demonstrate 
near-total resolution of the pulmonary lesion. He is doing well at 2-year 
follow-up.

Discussion

Aspergillosis may present with a spectrum of clinical manifestations, 
ranging from colonization to allergic manifestations to invasive disease (2) 
depending on the immune status of the host. The traditional risk factors for 
the development of invasive mold infections are neutropenia, depressed cell 
mediated immunity, prolonged use of steroids (prednisolone dose of 0.3mg/kg/
day for >3 weeks), T-cell immunosuppressants, inherited immunodeficiencies 
etc (3). Recently, emerging risk factors for invasive aspergillosis such as solid-
organ transplant recipients (heart-lung, liver, small bowel), diabetes, renal 
impairment, cirrhosis, progression of the underlying malignancy, influenza 
and prior respiratory disease have been identified (4). In this patient, apart 
from the history of having received a small dose of steroid over a prolonged 
period, we were not able to find any other risk factor to explain the multifocal 
involvement of this disease, despite an extensive workup.  

Aspergillus flavus is the second leading cause of invasive and non-invasive 
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which was clearly positive. Repeat blood cultures were however negative. Since 
the patient was not improving on echinocandins, echinocandin susceptibility 
was still awaited and combination therapy has been proposed for C. auris as 
well in a setting such as this to prevent or treat prosthetic valve IE/ endarteritis,   
L-AmB and 5FC were added to the micafungin treatment. The isolate was 
susceptible to the echinocandins (caspofungin MIC 0.25, micafungin ≤  0.06) 
and amphotericin B ( MIC ≤ 0.25) but resistant to the azoles ( fluconazole MIC 
32, voriconazole MIC 4) and flucytosine (MIC > 64) 5FC was stopped after the 
susceptibility report.  She rapidly improved with resolution of hypotension 
and encephalopathy. She was advised treatment for at least 3 weeks after 2 
negative blood cultures, if repeated TTE did not show vegetations. However, 
due to financial constraints, she was discharged and relatives decided to limit 
treatment. 
Discussion
This case illustrates the dilemmas associated with treatment of C. auris. The 
foremost is non availability of validated breakpoints to define susceptibility. 
Hence the epidemiologic cutoffs have been used to define susceptibility 
(Table 1) (1,2).  Echinocandins are the drugs of choice of treatment of C. auris. 
However experts propose combination and prolonged therapy in severe and 
refractory cases (1). Voriconazole has shown in-vitro synergy with micafungin 
(Fractional inhibitory concentration index 0.15-0.5) (3); it was not used in our 
case due to in-vitro resistance and lack of biofilm effect. Though our patient 
improved after starting combination therapy, we cannot be sure that there 
was actually a cause effect relationship. This is especially so since duration 
of micafungin therapy was only 2 days prior to initiating the combination 
treatment and subsequent blood cultures became negative quickly. The 
economic implications of starting combination therapy should also be borne in 
mind. Hence, more studies are needed before combination therapy is routinely 
advocated. Till then combination therapy should be resorted to on a case by 
case basis.
Apart from treatment of the index case, infection control measures to prevent 
spread of infection to other hospitalized patients is of paramount importance. 
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Table 1: MIC distribution and tentative MIC breakpoints for C. auris (1,2)

Antifungal drug Tentative MIC 
breakpoint

Published MIC50 
range

Published MIC90 
range

Fluconazole ≥32 64-128 64-256

Voriconazolea N/Ab 0.5-2 4-8

Amphatericin B ≥2 0.5-1 2-4

Anidulafungin ≥4 0.125-0.5 0.5-1

Caspofungin ≥2 0.25-0.5 1

Micafungin ≥4 0.125-0.25 0.25-2
a Also applies to other second generation triazole antifungals.
b Consider using fluconazole susceptibility as a surrogate, although fluconazole-resistant isolates may  
    occasionally respond to other triazole antifungals.  

TreaTMenT of an indolenT case of fungal 
osTeoMyeliTis: Thinking ouT of The box

Bharat Purandare*, Sampada Patwardhan*, 
Ambarish Bidaye*, Kajal Takle*, Rajeev Soman**
*Deenanath Mangeshkar Hospital, Pune
** Jupiter Hospital, Pune 

A sixty year old farmer with no significant comorbidities presented with a 
lesion on the right lateral malleolus for the past 3 years (Figure 1). It did not 
respond to antibiotics as well as to some minor surgical intervention. The MRI 
of the foot showed soft tissue & bony involvement (Figure 2). 

Figure 1

Figure 3

Figure 4

Figure 2
Indolent infection due to organisms from soil including Nocardia, Non 
Tuberculous Mycobacteria (NTM), Aspergillus, Scedosporium, Acremonium, 
Fusarium, Dematiaceous molds and Entomophthoromycetes was suspected. 
In this setting empiric treatment was impossible. Hence surgical debridement 
was done and the tissue sent for histopathology, aerobic, TB MGIT and fungal 
cultures. Growth of a dematiaceous mold was found. Germination was from 
both poles or end cells (Figure 3) and hence it was identified as Bipolaris. 

B. spicifera is the most common species. It has been implicated in skin and soft 
tissue infections, keratitis, sinusitis & CNS infections. Voriconazole was advised 
but the patient could not afford it. Hence terbinafine was chosen for treatment. 
It is the only oral Allylamine for systemic use. It inhibits ergosterol synthesis, 
acting on squalene epoxidase, an enzyme two steps before the target of 
azoles.  It binds extensively to serum proteins and distributes to skin & adipose 
tissue. Its main role is in treatment in dermatophyte infections but in vitro 
studies against dematiaceous fungi are emerging. Broad-spectrum activity 
has been seen, including against Alternaria, Curvularia, Bipolaris & agents of 
chromoblastomycosis with in vitro testing range typically between 0.004 and 2 
g/ml. The patient responded well to treatment (dose 250 mg twice daily) and 
after 2 months skin grafting was carried out (Figure 4).

A 70 year old male presented with history of fever, weight loss of 15 kg and headache of 
1-2 months duration. He was admitted to a hospital where he was diagnosed as a 
diabetic with uncontrolled high sugars. He was HIV negative. A contrast CT of the chest 
and abdomen revealed necrotic mediastinal and pelvic nodes, enlarged adrenals with a 
central hypodense area and some endobronchial tree in bud lesions in the lungs (Figure 
1). A CT guided biopsy of a pelvic node was done which showed only necrotic tissue on 
histopathology. A provisional diagnosis of tuberculosis was made and the patient was 
initiated on a regime of isoniazid, rifampicin, pyrazinamide and ethambutol. The dose of 
rifampicin was 450 mg against a body weight of 65 kg. Steroids were also started, 
reasons for which were not clear.

The patient continued to deteriorate even one month after starting treatment and at 
this time an adrenal biopsy was done which was suggestive of histoplasmosis (Figure 2). 
In view of persistent headache a contrast MRI brain was done which showed multiple 
enhancing lesions and an abscess in the cerebellum (Figure 3). A diagnosis of 
disseminated histoplasmosis was thus made and treatment with liposomal 
amphotericin B initiated. Anti TB treatment was stopped and steroids were tapered. The 
patient initially improved and then worsened with increasing headache. Repeat 
imaging showed increase in size of the brain abscess. He was taken up for urgent 
aspiration of the abscess. The pus was sent for smear microscopy and fungal culture. It 
showed plenty of acid fast bacilli on smear (Figure 4). With these reports of 
histoplasmosis in the adrenals and tuberculosis in the brain he was referred to our 
hospital. 

At admission he was conscious but drowsy with no focal de cit. He was very 
malnourished and on nasogastric feeds. Vital parameters were stable. Routine 
investigations were unremarkable except for hyponatremia and hypokalemia. The 
slides of adrenal biopsy and the brain abscess were reviewed and the review c
acid fast bacilli in the brain abscess and yeast like organisms possibly histoplasmosis in 
the adrenals. A diagnosis of non CNS histoplasmosis and CNS tuberculosis was made. 
Liposomal amphotericin B was continued and patient was also started on itraconazole 
with a plan to stop liposomal amphotericin B once the itraconazole levels built up. He 
was also started on a non rifampicin based regime for tuberculosis including 
mo xacin, aminoglycoside, isoniazid, pyrazinamide, ethambutol and clofazimine. 
The patient did not improve tly during hospital stay, was discharged on 

request with advice to continue medications at home. He died at home a couple of 
weeks later. 

Case discussion
The most unusual aspect of this case is existence of two infections in one patient with no 
other apparent y apart from diabetes. Disseminated histoplasmosis 
has been reported even in immunocompetent individuals. Similarly coinfection with 
tuberculosis and histoplasmosis is well described in patients with AIDS. A common 
clinical error is confusing histoplasmosis for tuberculosis in endemic areas since the 
clinical and radiologic manifestations of both are very similar.  In fact many patients 
with histoplasmosis have received treatment for tuberculosis prior to diagnosis. Though 
the diagnosis of tuberculosis and histoplasmosis could not be established by culture, the 
smear microscopy were quite . When the adrenal biopsy was done, 
fungal cultures were not done since histoplasma was not suspected. When the brain 
abscess was aspirated, TB cultures were not sent since mycobacterial infection was not 
suspected. 

The treatment of histoplasmosis depends on the severity of disease and whether CNS 
disease is present or not; it is well summarized in the IDSA guidelines. Since this 
patient's CNS disease was not due to histoplasmosis, 1-2 weeks of liposomal 
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Dear Friends

It has been some time since FISF has been mulling to publish its newsletter and it gives me 
great pleasure to present to you the issue of this newsletter. This newsletter discusses an 
interesting case of coinfection with two organisms, the latest in published literature from the 
fungal world and also a pictorial quiz. Hope it adds to your fungal IQ. Feedback is welcome.

Editor
Dr Tanu Singhal; Consultant Pediatrics and Infectious Disease
Kokilaben Dhirubhai Ambani Hospital, Mumbai 
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at Mumbai, India. To know more about us visit www.fisftrust.org.
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