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ABSTRACT

In Mexico, histoplasmosis is the systemic mycosis with the highest 
prevalence, both in its endemic and epidemic forms. We show here 
the case of a 65-year-old male patient who presented dyspnea as 
the main symptom. In the imaging radiological study, an image 
compatible with pericardial tumor was observed. Surgical resection 
was performed, with pericardial histoplasmosis as histopathological 
result. Specific treatment was administered and at 6-months of 
follow-up, the patient remains free from systemic complications. 
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RESUMEN

En México, la histoplasmosis es la micosis sistémica de más 
alta prevalencia tanto en su forma endémica como epidémica. 
Mostramos aquí el caso de un paciente masculino de 65 años de 
edad, quien como sintomatología principal presentaba disnea; en el 
estudio radiológico, se observó una imagen compatible con tumor 
pericárdico. Se realizó procedimiento quirúrgico para resección del 
mismo, encontrando como resultado histopatológico histoplasmosis 

meses de seguimiento, el paciente se encuentra sin complicaciones 
sistémicas.
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Histoplasmosis is a disease caused by a fungus called 
Histoplasma capsulatum, which can lead to various 
health issues such as pulmonary, gastrointestinal, 

hepatic, splenic, and lymphatic diseases, and in some rare 
cases, chronic pericarditis.1 This fungus is typically found 
in the soil of subtropical and temperate regions and is 
usually contracted through the inhalation of mycelia. Once 
inside the body, the fungus transforms into a yeast form 
to avoid triggering an immune response. In regions where 
histoplasmosis is common, more than half of the population 
may be carriers of the fungus, but only a small percentage 
develop symptoms. Symptoms of the disease include fever, 

chills, headache, muscle pain, loss of appetite, chest pain, 
respiratory issues, and in severe cases, death.2

Diagnosis of histoplasmosis involves various methods 
such as cultures, fungal stains, antigen detection, and 
serologic tests for antibodies. Cultures, particularly from 

diagnosis, although they may take several weeks to yield 
results.3 Treatment for acute infections typically involves the 
use of itraconazole, while constrictive pericarditis, which is 
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cases of localized histoplasmosis, treatment is recommended 
for patients with moderate to severe symptoms that do 
not improve with observation. Itraconazole is commonly 
prescribed for a period of three months in such cases, as 

and the use of antifungal medication may not drastically alter 
the clinical outcome.4

CASE DESCRIPTION

Male, 65 years old, without chronic-degenerative history, 

with a moderate ventricular response. During cardiology 
follow-up, he reported moderate dyspnea, leading to an 
magnetic resonance imaging (MRI) and a transthoracic 
echocardiogram.

The MRI showed an intrapericardial lesion measuring 
58.1 by 6.7 mm with irregular margins, heterogeneous in 
all sequences, predominantly hypointense. There was no 
contrast enhancement observed, and it showed compression 

contractility (Figure 1).

left atrial dilation, normal valves, with a systolic displacement of 
the tricuspid annular plane of 5, a left ventricular ejection fraction 
of 55%, a pulmonary artery systolic pressure of 46 mmHg, a 
right ventricle of normal diameter, with a fractional area change 
of 35%. A mass dependent on the pericardium causing extrinsic 
compression of the right heart chambers was evident.

The patient was discussed in an internal committee at 
our hospital and accepted for pericardial tumor resection. A 

surgical procedure was scheduled with a median sternotomy 
approach, performing an interphrenic pericardiectomy without 
cardiopulmonary bypass. Findings included a thickened 

the anterior wall of the right ventricle, pulmonary hilum, 
right atrium, and both venae cavae (Figure 2). There was a 
chronic-appearing hematoma of approximately 20 cc on the 
anterior wall of the right ventricle (Figure 3). There were no 
complications during the intervention, and the patient evolved 
favorably during his stay in intensive care.

The pericardium was resected, and part of the tumor 

granulomatous chronic pericarditis secondary to microconidia 
of Histoplasma spp. In the tissue sent to pathology after 
mass resection, not only inflammatory tissue but also 
microorganisms reaching the pericardium were found, which 
led to initiating antifungal treatment.5

The patient was treated with itraconazole without 
complications. Complementary studies for human 

The patient was discharged to continue outpatient treatment.
In this patient without associated symptoms, the decision 

pericarditis found in the MRI and the alteration of the 

the diagnosis.
Two months later, an MRI revealed surgical changes 

associated with a remnant lesion that restricted the right 

Figure 1: The magnetic resonance imaging showing a intrapericardiac 
lesion of 58.1 mm by 6.7 mm with irregular margins, heterogeneous in all 
the sequences, predominantly hypointense.

Figure 2: Surgical resection.
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ventricle with preserved ejection (49%) (Figure 4). Three 
months later, a follow-up echocardiogram showed a 
hypoechoic image dependent on the parietal pericardium 

function with a fractional area change of 52%. It also reported 

diaphragmatic walls of 13 mm.
In the MRI and echocardiogram during follow-up, there 

compression of the right ventricle persists, consistent with 

anterior ventricular wall, without impact on its systolic 
function, without deterioration in functional class according 
to the NYHA.

For now, the decision is to continue close follow-up, as, 
despite the persistence of external compression of the right 
ventricle seen in imaging studies, the patient remains clinically 
asymptomatic without signs of pulmonary congestion or 
lower limb edema.

COMMENT

Histoplasmosis is an endemic disease in many regions of 
the United States of America. In Mexico, systemic mycoses 
are not mandatory reportable diseases, so their incidence is 
unknown. However, Ashraf et al. report that between 112 
and 325 cases are reported annually. In the last century, the 

Mexican Republic, with a history of malnutrition, alcoholism, 
and association with tuberculosis.6

cases of histoplasmosis have been reported in patients with 

other immunosuppressive factors such as autoimmune 
diseases, prolonged use of high-potency steroids, use of 
next-generation immunosuppressants known as “biologicals”, 
transplants, etc. Our patient has a history of gastrointestinal 
metaplasia.

According to data collected by the Mycology Laboratory 
of the National Autonomous University of Mexico (UNAM), 
in Mexico, the systemic form of the disease is the most 
prevalent presentation.7 In Mexico, it is the most prevalent 
systemic mycosis, both in its endemic and epidemic forms.8 
However, there are no cases in Mexico of histoplasmosis 
causing pericardial pathology, as in the case we present.9 It 
is of utmost importance that physicians recognize the clinical 
syndromes and utilize epidemiological clues to diagnose 
pericarditis secondary to histoplasmosis, as the latter is a 
rare entity. However, we are in a region of Mexico where, 
as previously reported in the literature, histoplasmosis is 
endemic. Therefore, greater attention should be paid to its 
diagnosis.

CONCLUSIONS

In recent years, the diverse manifestations of histoplasmosis 
have been increasingly highlighted. Although heart 
involvement is rarely reported, Histoplasma capsulatum can 
invade the endocardium, myocardium, or pericardium, as we 
reviewed. Histoplasma can also cause constrictive pericarditis. 

a relatively rare manifestation of histoplasmosis, and second, 

Figure 3: 

Pericardium 
resected.

Figure 4: Surgical changes in the anterior mediastinum associated with 
a remnant of a known pericardial mass, 40 by 18 mm (previous 58 by 37 
mm), with a restrictive effect on the right ventricle, with respected right 
ventricular ejection fraction of 49% (previous 43%).



150

Cir Card Mex. 2024; 9 (4): 147-150www.medigraphic.com/cirugiacardiaca

Carmona-Delgado VM, et al. Pericardial histoplasmosis

to show the importance of considering this fungus in every 
instance of pericardial disease.
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