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Coccidioidomycosis is usually acquired by inhalation of spores of Coccidioides immitis and C. posadasii. The disease
ranges from a self-limited acute pneumonia (Valley Fever) to a disseminated disease. We present a 44-year-old
healthymalewho had patchy hair loss of severalmonths duration resembling discoid lupus. He developed a firm
non-scaly red plaque on the right forehead. Initial biopsy showed spongiotic dermatitis, and hewas treatedwith
systemic steroids. He then developed forehead and periorbital cellulitis and was treated with systemic antibi-
otics. A second biopsy showed fungal hyphae, and hewas treatedwith itraconazole 200mg bid for 4 months be-
yond clinical resolution. A year later, he presented with intermittent swelling of the right forehead lesion and
worsening of the scalp lesions. A forehead biopsy showed interface dermatitis and negative PAS stain for fungi.
Scalp biopsy was highly suggestive of discoid lupus and he was started on plaquenil. Many months later, a
third biopsy showed fungal infection, and the culture grew C. immitis. He was treated with itraconazole. Retro-
spectively, the patient gave a history of Valley fever 6 years back when he was in Arizona, USA.

© 2017 Elsevier Inc. All rights reserved.

1. Introduction

Coccidioidomycosis is an infection usually acquired by inhalation of
spores of a dimorphic fungus of the genus Coccidioides (Coccidioides
immitis and C. posadasii) (Welsh et al., 2012). The disease ranges from
a self-limited acute pneumonia (Valley Fever) to dissemination in im-
munosuppressed patients. Themost common form of the disease is pri-
mary pulmonary coccidioidomycosis and is usually asymptomatic in
60% of patients (Crumet al., 2004; Parish and Blair, 2008). Dermatologic
manifestations may occur in 50% of cases during Valley Fever (Garcia
Garcia et al., 2015). Immunity to exogenous reinfection occurs in most
patients with primary disease (Hector and Laniado-Laborin, 2005).
Here, we present a case of cutaneous coccidioidomycosis reoccurring 6
years after the initial disease.

2. Case Presentation

On February 7, 2012, a 44-year-old male was seen at an outside clinic
for a two-month history of hair loss and he was treated with doxycycline
for presumed scalp folliculitis, resembling discoid lupus. Two of the

patient's siblings had lupus erythematosus. Then, he presented to us
with a firm non-scaly red plaque on the right forehead. On examination,
therewere two atrophic patches of hair loss with hyperpigmented center
suggestive of scarring alopecia, discoid lupus, or orlichen planopilaris. He
was treated with clobetasol propionate 0.05% lotion once a day.

One week later, he presented with a firm plaque, 3 × 3 cm, on the
right forehead with an associated mild swelling of the surrounding
area with no scales. The working diagnoses were calcinosis cutis or dis-
coid lupus. Antinuclear antibody (ANA) was negative. A 3-mm skin bi-
opsy was taken and he was started on a tapering dose of oral
prednisone. The right forehead biopsy showed spongiotic dermatitis
with chronic perivascular and periadnexal inflammation with numer-
ous eosinophils, suggestive of arthropod bite, drug reaction, or urticarial
reaction (Fig. 1).

Ten days later, he presented with a swelling of the right side of the
face associated with purulent discharge of one-day duration. He had
no fever or chills. Examination showed a mass with fluctuation on the
forehead. Prednisone was discontinued, and he was started on
amoxicillin-clavulanic acid. The following day, the swelling got worse
and he was unable to open his right eye. He was admitted as a case of
eosinophilic cellulitis. Vancomycin was started in addition to pain med-
ications. WBC was 9500 with 7% eosinophilia and IgE 7420. Next day,
the swelling markedly improved and the forehead lesion was crusting
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and erythematous. Culture of forehead lesion grew coagulase-negative
Staphylococcus. He did well and was discharged on clindamycin.

On follow-up 1 week after discharge, there was a 2-cm infiltrated
plaque on the right forehead with overlying crust. Two biopsies were
taken for hematoxylin and eosin stain and fungal, mycobacteria and bac-
terial cultures. The patient was treated with itraconazole 200 mg bid and
clindamycin was continued as the infectious disease physician felt that
the lesion resembled coccidioidomycosis. Histopathology showed fungal
granulomatous inflammation (Fig. 2) and the tissue grewamold. Howev-
er, no further characterization was done by the microbiology laboratory.
The patientwas kept on itraconazole for a total of 4months until clinically
the forehead lesion resolved completely.

In April 2013, he presented with pruritic scalp lesions, hair loss, and a
mobile cystic mass on the right forehead. Biopsies showed interface der-
matitis with a superficial, perivascular interstitial, and perifollicular
lymphohistiocytic infiltrate extending to the deep margins suggestive of
lupus erythematosus. GMS stain was negative for fungal organism. ANA
was negative and the patientwas started on plaquenil 200mg bid and ta-
crolimus ointment to be applied to the skin lesions. The forehead lesion
worsened and a repeat biopsy showed granulomatous dermatitis with
fungal elements (Fig. 3) and the culture grew C. immitis (Fig. 4). The pa-
tientwas started on voriconazole 200mgbid initially then itwas changed
to itraconazole after a couple of weeks for compliance. In July 2014,
Coccidioides antibodies levelwas 1:8 and then the patient recalled having

a diagnosis of Valley Fever inArizona, USA in 2006 forwhich hewas treat-
ed. C. immitis titer was monitored and remained at 1:2 after completing
12 months of therapy. He was seen on a regular follow-up and the fore-
head lesion healed.

3. Discussion

Coccidioidomycosis is usually acquired through inhalation of the
spores of C. immitis or C. posadasii. C. immitis is geographically found in
central and southern California including the San Joaquin Valley where-
as C. posadasii is found in Arizona, NewMexico, Texas, Nevada, andUtah
(Brown et al., 2013). The most frequent manifestation of coccidioido-
mycosis is being asymptomatic or as a mild upper respiratory infection.
Other patients may develop an acute respiratory infection 1 to 4 weeks
after exposure (Crum et al., 2004; Parish and Blair, 2008).
Extrapulmonary dissemination may occur in 22% of patients with racial
differencewhere African Americans develop disseminated bony disease
and Filipinos develop cutaneous or central nervous system disease
(Crum et al., 2004), with predominance among immunocompromized
patients (Adam et al., 2009). Skin involvement presents with papules,
nodules, ulcers, warty lesions, or acne like anywhere on the body but
most commonly on the face. The current case did not raise the diagnosis
of coccidioidomycosis due to the non-availability of a previous history,
and thus, the diagnosis was not considered as was stated previously

Fig. 1. First biopsy demonstrating superficial spongiotic dermatitis with eosinophils (hematoxylin and eosin, ×280 magnification).

Fig. 2. Second biopsy with fungal granulomatous inflammation with arrow pointing at Coccidioidomycosis endospore (hematoxylin and eosin, ×880 magnification).
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