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Abstract

Immune thrombocytopenic purpura (ITP) is a relatively common ac-
quired bleeding disorder characterized by autoimmune destruction of 
platelets. In adults, the annual incidence is around 1.6/100,000, com-
mon in middle aged females. In patients with ITP, physical examina-
tion is usually normal aside from bleeding manifestations, such as 
petechiae, ecchymoses, and purpura. The three key diagnostic criteria 
for ITP are isolated thrombocytopenia with otherwise normal periph-
eral complete blood count and smear, an absence of hepatospleno-
megaly and lymphadenopathy on physical examination, and platelet 
response to classic ITP therapy. Review of the literature has shown 
case reports of disseminated histoplasmosis presenting with throm-
bocytopenia. Our patient comes from a geographic location where 
histoplasmosis is endemic. Most cases of histoplasmosis have mild 
symptoms and usually escape diagnosis. The microconidia formed 
in the mold phase of Histoplasma capsulatum are easily aerosolized, 
inhaled into the lungs, and then phagocytized by alveolar macrophag-
es. Inside the macrophage, the organism converts to the yeast phase, 
survives within the macrophage for the first few weeks, and dis-
seminates widely throughout the reticuloendothelial system. If cell-
mediated immunity is deficient because of immunosuppression due 
to corticosteroids, transplanted organs, the organisms remain viable 
within macrophages and cause progressive infection. Most patients 
have either no symptoms or mild pulmonary complaints that are not 
severe enough to seek medical care. Although disseminated histoplas-
mosis has been reported to be associated with thrombocytopenia and 
anemia, most of these patients are immunocompromised. We report 
a case of ITP secondary to histoplasmosis in an immunocompetent 
patient.
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Introduction

Idiopathic thrombocytopenic purpura (ITP) is an antibody-
mediated destruction of platelets by the reticuloendothelial 
system. The triggering etiology in most cases is unknown, but 
it has been reported to be associated with certain infections 
such as hepatitis C virus (HCV), human immunodeficiency vi-
rus (HIV), Ebstein-Barr virus (EBV) and Helicobacter pylori. 
Histoplasmosis is the most common of all North American 
fungal infections. The lymphogenous reaction to Histoplasma 
can cause mediastinal lymph node enlargement, bronchiecta-
sis, constrictive pericarditis, and rarely, idiopathic thrombocy-
topenia. We report a case of ITP secondary to histoplasmosis 
in an immunocompetent patient.

Case Report

A 63-year-old Caucasian female presented to the emergency 
department with a 1-week history of non-bloody diarrhea, 
lightheadedness, and nausea. The patient’s past medical his-
tory was significant for ITP diagnosed in 1990 with a relapse 
in 2011 during which time she was treated with aggressive 
medical management. During this most recent admission, she 
was found to have a platelet count of 6,000/μL and therefore 
diagnosed as having another ITP relapse.

The patient was admitted and started on intravenous im-
munoglobulin and steroids. Her platelet count gradually im-
proved and the patient was evaluated for a splenectomy as 
definitive treatment of her ITP. Two weeks after discharge, the 
patient underwent a splenectomy.

The patient tolerated the procedure well, without any intra-
operative complications. Pathologic evaluation of the resected 
spleen revealed methenamine silver stain-positive structures 
consistent with Histoplasma species (Fig. 1). The patient was 
therefore diagnosed as having ITP secondary to histoplasmo-
sis, a rare but known risk factor for the development of ITP.

Discussion

In 1951, William Harrington published and first described 
patients with ITP [1]. Fifty years later, many aspects of the 
pathogenesis of ITP remain unanswered, and the management 
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remains controversial [1].
ITP is a relatively common acquired bleeding disorder 

characterized by autoimmune destruction of platelets. In adults, 
the annual incidence is around 1.6/100,000, common in middle 
aged females [1]. In patients with ITP, physical examination is 
usually normal aside from bleeding manifestations, such as pe-
techiae, ecchymoses, and purpura [1]. The three key diagnostic 
criteria for ITP are isolated thrombocytopenia with otherwise 
normal peripheral complete blood count and smear, an absence 
of hepatosplenomegaly and lymphadenopathy on physical ex-
amination, and platelet response to classic ITP therapy [1].

ITP has been noted to be associated with HIV, H. pylori, 
and HCV as possible etiological agents in some cases [1]. His-
toplasma is frequently seen in certain geographic location as-
sociated with decaying bat guano or bird droppings [2]. In the 
United States, it is commonly seen in the states bordering the 
Ohio River valley and the lower Mississippi River [2]. Histo-
plasmosis commonly involves the lungs and mimics sarcoido-

sis. Disseminated histoplasmosis is usually seen in association 
with immunosuppressed individuals [3, 4].

Review of the literature has shown case reports of dis-
seminated histoplasmosis presenting with thrombocytopenia 
[4]. Our patient comes from a geographic location where histo-
plasmosis is endemic. Most cases of histoplasmosis have mild 
symptoms and usually escape diagnosis [4].

The microconidia formed in the mold phase of Histoplas-
ma capsulatum are easily aerosolized, inhaled into the lungs, 
and then phagocytized by alveolar macrophages. Inside the 
macrophage, the organism converts to the yeast phase, sur-
vives within the macrophage for the first few weeks, and dis-
seminates widely throughout the reticuloendothelial system 
[3]. If cell-mediated immunity is deficient because of immu-
nosuppression due to corticosteroids, transplanted organs, the 
organisms remain viable within macrophages and cause pro-
gressive infection [3]. Most patients have either no symptoms 
or mild pulmonary complaints that are not severe enough to 
seek medical care [3].

Although disseminated histoplasmosis has been reported 
to be associated with thrombocytopenia and anemia, most of 
these patients are immunocompromised. We report a case of 
ITP secondary to histoplasmosis in an immunocompetent pa-
tient.
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Figure 1. Methenamine silver stain-positive structures consistent with 
Histoplasma species given the morphology and location (× 1,000). 


