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Disseminated Coccidioidomycosis

C occidioidomycosis refers to the spectrum of dis-
ease caused by Coccidioides species and clini-
cal manifestations vary. Coccidioides are soil-

dwelling fungi that exist solely in semiarid to arid areas
and the incidence of infection has increased in recent years
owing to population growth and accompanying con-
struction within the southwestern United States.1,2 Indi-
viduals whose occupations involve the frequent aerosol-
ization of soil are at particularly high risk of contracting
coccidioidomycosis. Additionally, the increased num-
ber of immunosuppressed patients due to the use of im-
mune-modulating drugs,3 transplants,4,5 and HIV6 have
also contributed to the increased incidence.

Anethnicpredisposition tococcidioidal infectioncauses
Filipino and African American patients to have a dispro-
portionate burden of disseminated disease with a 10- to
175-fold higher relative risk. Extrapulmonary disease most
commonly manifests in the skin, joints, or central ner-
vous system. Peritoneal coccidioidomycosis is an unusual
extrapulmonarymanifestationof infectionaffectingless than
1% of all patients with coccidioidomycosis. Most present
with abdominal pain, swelling, or the new onset of an in-
guinal hernia.7 Rare cases have presented with abdominal
orpelvicmass lesions, including1casepresentingwithvagi-
nal prolapse.7,8 Despite peritoneal disease representing dis-
seminated infection, fever is uncommon, found at presen-
tation in only 5 of 26 prior cases.7 Diagnosis was established
in 4 of 26 cases by nonsurgical means using culture of the
ascitic fluid. Interestingly, 8 of 26 cases had the diagnosis
incidentally discovered during herniorrhaphy after thick
edematous tissue or granulomas were noted within the her-
nia sac. All patients demonstrated Coccidioides-specific an-
tibody titers 1:16 or more, a value consistent with dis-
seminated disease.9 Three patients ultimately died of
disseminated coccidioidomycosis despite only 14 of 26 re-
ceiving antifungal therapy. Of these 3 mortalities, only 1
had been treated with amphotericin B (an HIV-positive pa-
tient with a CD4 cell count of 10); the other 2 did not re-
ceive treatment for unclear reasons. One other patient was
HIV positive (CD4 cell count �200) and was treated with
amphotericin B, eventually clearing the infection. Ulti-
mately, 19 of 26 exhibited a complete response with no
evidence of ongoing infection at follow-up. Of these 19, 5
cleared their infection without any antifungal treatment.
These observations suggest the role of host immunoge-
netics in the ultimate control of invasive fungal infection.

Based on these findings, peritoneal coccidioidomyco-
sis has a better prognosis than other extrapulmonary mani-
festations and is one of the few coccidioidal infections that
may be cured. In our experience, during acute presenta-
tion, high-dose triazoles such as fluconazole or a lipid am-
photericin B formulation should be administered. Follow-
ing stabilization of disease, treatment with fluconazole or
another triazole should be initiated until the patient re-
turns to baseline and serologic titers have declined to nor-
mal values. At this time, discontinuation of antifungal
therapy may be appropriate.

This case illustrates the potential for coccidioidal in-
fection to mimic other pathology. Similar to the ap-
proach to pulmonary nodules within Coccidioides en-
demic regions where Coccidioides-specific serologies are
obtained in an attempt to avoid unnecessary procedures,
we advocate considering coccidioidal infection in all pa-
tients residing in or traveling to an endemic area if clini-
cal parameters suggest the possibility of this diagnosis.
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