Respiratory failure and diffuse pulmonary micronodule: acute pulmonary histoplasmosis - CASE REPORT.  
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Introdution: Classic histoplasmosis is a micotic infection caused by dimorfic fungus Histoplasma capsulatum var. capsulatum. The agent is found in excrements of birds and bats, hollow caves, trees, old constructions and attics. The infections occur when mycelia become aerosolized by physical perturbation and are inhaled. Within the lung, hyphal fragments and conidia differentiate into yeasts that survive and proliferate within alveolar macrophages. The clinical forms can be asymptomatic infection (most common form), acute pulmonary infection, disseminaded histoplasmosis and pulmonary chronicle histoplasmosis. The laboratorial diagnosis is based on the direct examination, culture, sorological tests and intradermal reaction. The occurrence in childhood and in immunocompetent patients is rare. Objectives:To describe clinical epidemiologic features of two cases of acute pulmonary histoplasmosis in childhood. Case1: Girl, 6 years, resident of rural area of Rio de Janeiro with respiratory symptoms (cough, dyspnea, fever and limitation to efforts) lasting three weeks and treated with oral antibiotic without improvement. Survey: thin, pale, breathlessness hemoglobin saturation in room air 87%., axillary temperature of 37.4 Celsius degrees. Respiratory frequency (RF): 56 bpm, diffuse bilateral rales. Hepatomegaly. Chest radiography: bilateral diffuse micronodular infiltrate. Case2: Boy, 12 years, with fever, cough, dyspnea and chest pain did not improve with use of oral antibiotic. On examination, mild respiratory distress, RR: 32 bpm, without hipoxemia. Both hospitalized. Blood count, PPD Intradermal, three sputum samples for Mycobacterium tuberculosis, HIV, immunoglobulins (normals), bronchoscopy with bronchoalveolar lavage, computed tomography (diffuse micronodules and bilateral mediastinal lymph node enlargement). Immunodiffusion to Hystoplasma capsulatum and e washed broncoalveoar confirmed diagnosis of acute pulmonary histoplasmosis in siblings. The girl with the clinical severity required oxygen for 7 days, intravenous amphotericin B for 21 days and oral itraconazole. His brother received outpatient treatment with Itraconazole. Both had a good outcome. Discussion: These cases illustrate classical forms of acute pulmonary histoplasmosis, but a serious, which is not common. Epidemiological studies of the region and helped the suspected diagnosis. The differential diagnosis with pulmonary tuberculosis is important, particularly in Brazil, where high prevalence. The absence of immunodeficiency suggests massive exposure to the fungus as the cause of gravity. Conclusion: Acute pulmonary histoplasmosis is a rare condition in childhood. In most cases the initial diagnosis is tuberculosis. Epidemiology is fundamental to the suspicion and treatment with drugs only recommended in severe cases.


