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Letters to Editor

Sir,
A 25-year-old male presented with persistent fever for 
2 months which was low grade with evening rise. On general 
examination, the patient was febrile with moderate pallor. 
Systemic examination revealed hepatosplenomegaly (HSM). 
There was no evidence of peripheral lymphadenopathy/bleeding 
or any other significant findings. Chest X-ray showed focal 
haziness in lower lobes. Peripheral smear showed mild anemia 
and thrombocytopenia with absence of any hemoparasite. 
Urine routine and microscopy were within normal limits. 
Widal test and serological status were also negative. Sputum 
examination does not show any acid-fast bacilli.

Hence, based on clinical presentation of long-standing fever 
with evening rise, weight loss, and haziness on chest X-ray, 
a provisional diagnosis of tuberculosis was suspected, and 
the patient was started on antitubercular treatment. The 
patient returned after 1 month with absence of any significant 
response. In view of persistent thrombocytopenia, fever, and 
HSM, the diagnosis was reconsidered and bone marrow (BM) 
aspiration was performed to rule out other causes such 
as lymphoma/leukemia, metastasis, Kala Azar, and other 
hematological causes.

BM was mildly hypercellular with mild erythroid hyperplasia 
and normoblastic maturation. Megakaryocytes were adequate. 
Myeloid series show orderly maturation. Few eosinophils 
and plasma cells are also seen. Many intracellular round 
inclusion like structures in the cytoplasm of macrophages 
were seen resembling histoplasma [Figure 1]. There was 
absence of separate nucleus and kinetoplast of Leishmania. 

Thus, based on morphology, a diagnosis of histoplasma was 
considered and special stain for fungus was asked for which 
confirmed the diagnosis [Figure 2]. Diagnosis of disseminated 
histoplasmosis (DH) was rendered to the patient in view of 
the presence of lung lesion, HSM, and BM involvement and 
was started on antifungal treatment. The patient responded 
well to the treatment and was lost to follow-up after 1 month 
of treatment.

Histoplasmosis is a systemic fungal infection, and the disease 
spectrum ranges from asymptomatic primary infection to 
disseminated disease in immunocompromised patients.[1] DH is 
defined as a condition where fungus is present in more than one 
location. Most common signs and symptoms are fever, HSM, 
lymphadenopathy, ulceration of mucosa, and BM involvement.[2] 
It is endemic in great river valleys in the American and African 
countries but is still rare in India. In India, most cases have been 
reported from eastern region of India, especially in West Bengal 
and Gangetic plains. Approximately 10% patients infected may 
develop progressive DH[3] and is mostly seen in patients who 
are immunocompromised, transplant patients, and patients with 
hematological malignancy.[4] DH in immunocompetent patients 
is rare but can be seen as described in various case reports.[5] 
Histoplasma has to be differentiated from Leishmania which 
shows nucleus and kinetoplast of amastigote forms. We report 
here a case of an immunocompetent patient developing DH 
presenting as fever with bicytopenia and diagnosed on BM 
examination.

Thus, BM can be helpful in cases of pyrexia of unknown origin 
with hematological abnormality and histoplasma should be 
considered and to be looked for even in nonendemic areas.

Disseminated Histoplasmosis Diagnosed on Bone Marrow 
Aspiration in a Case of Fever with Thrombocytopenia

Figure 1: Leishman‑stained smears show erythroid Island with 
macrophage (arrow) showing multiple intracellular histoplasma organisms 
(arrowhead) (×1000)

Figure 2: Grocott’s methenamine silver stain highlighting the fungal 
organism (arrowhead) inside the macrophage (arrow) (×1000)
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Oerskovia Species Bacteremia in a Diabetic Patient
Sir,
Oerskovia species are present mainly in soil and water and 
are rarely pathogenic for human disease.[1-3] Oerskovia species 
represent Gram-positive rod-shaped microorganisms, which 
were first isolated and described as motile Nocardia.[1] The 
organism may be distinguished from Nocardia species by the 
yellow-pigmented colonies without aerial hyphae, motility, 
and lack of partial acid-fastness.[1,4,5] We describe the case of 
a patient with uncontrolled diabetes mellitus with bacteremia 
due to Oerskovia species.

A homeless man in his early fifties presented with bilateral 
lower extremity pain and weakness. Physical examination 
was significant for multiple plantar and dorsal foot 
ulcerations with multiple exposed bones and tendons 
bilaterally. The patient was septic and was started on broad 
spectrum antibiotic coverage, intravenous vancomycin 1 g 
every 12 h, cefepime 2 g every 12 h, and metronidazole 
500 mg every 8 h for severe skin and soft tissue infection 
and suspected chronic osteomyelitis. Blood cultures 
grew Oerskovia species. The most probable source of 
entry was the open, chronic diabetic foot wounds. In 
addition, we suspect that patient’s severely uncontrolled 
diabetes mellitus resulted in impaired cellular immunity 
and susceptibility to invasive infection with this unusual 

pathogen. Due to patient’s nonadherence to intravenous 
antibiotic administration, the regimen was switched to 
oral sulfamethoxazole–trimethoprim. Given the severity 
of infection, the patient underwent a left foot second 
digit and second metatarsal head resection and right foot 
transmetatarsal amputation. The patient completed a 21-day 
course of antibiotic treatment with clearance of bacteremia.

Only a few cases of human infections caused by Oerskovia 
species have been published to date. Experience with 
Oerskovia species infections and outcome of treatment is 
limited. Further studies are required to clarify mechanisms of 
pathogenicity and clinical manifestations of infections due to 
Oerskovia species.[4,5]
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