dimorphic soi fungus
southwestern United States )

<1% of patients with pulmonary  dissemination to the CNS, skin, skeleton, and southem Califonia and the San Joaquin
Soccdadomycoss eyes pumonery ifecton__ Valoy e ’ o
endemic to Coccidioides immitis A

northern Mexico
parts of Central and South America &)
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inhalation of dust-bome arthrospores
3 weeks after exposure _ mild upper respiratory tract nfection
pneumonitis | 40% of infected patients are symptomatic _ systemic disease
3 days-3 weeks after the onset of symptoms _erythema nodosum or multforme
even with disseminated disease

112 of patients with ocular involvement have |
systemic disease )

blepharitis
keratoconjunctivitis

phiyctenular and granulomatous conjunctivitis
extraocular findings.
episcleritis and scleritis

extraocular nerve palsies

orbital infection
B yos uouyphat appaarance
<20 pathologically verified cases N

septate hyphae; dichotomously branching
unilateral or bilateral Histoplasma capsulatum In bat droppings

soil and decaying vegetation g
should be considered in the differential
diagnosis of any patient with granulomatous

w
irtis who has lived in or traveled through granulomatous anterior uveits poest o found in contaminated soil and pigeon feces
endemic areas

Cryptococeus contaminated soil and pigeon feces o Lot & second,
hematogenously  begins as a focus in the chorold  Subscduent extension and secondary
» » ” involvement of overlying tissues
ocular coccidioidomycosis India ink stain inhalation of the aerosolized fungus  reaches the eye

: B Cryptosoceus neoformans direct extension from the optic nerve
anterior segment dimorphic fungus.
[ oclar infectons occur months after the onset

predilection for the central nervous system @ the most common cause of fungal meningitis. 3 ofmeningis

i graniomas 4 Goooldokdes mmits | (11180l

apar SRR causes severe issaminatad dseasa among gy mostraquent gl ey nfction npatients
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Table 8.6 (0 2020 American Academy of

ot et ™ intraocular findings
varying markedly in size

soltary or multpl discrete yellow-whie

chorioetinallesions:

<1DDinsize  multiple, discrete, yellow-white lesions
postequatorial

postequatorial funus | mulifoca chororetinis (choroidal - g

9.8.3. Endophthalmitis (111): Fungal ranulomatous anterior cellular inflammation
e o 3. E
g ) J Endophthalmitis (I1)

may resolve -> punched-out chorioretinal ocular presentation | variable degrees of viritis
scars

-
vascular sheathing
serous retnalcetachment | ooioror sogment
rrr——— exudaive retinal detachment
AT omTD vitreous celular nfiration
apilledema
vascular sheathing papi

retinal hemorrhage @ india ink stain
diagnostic workup

involvement of the opic nerve P culture of the fungus from cerebrospinal fluid

serum, cerebrospinal flud, vireous, and 1B inravenous amphoteriin &
aqueous

serologic testing

‘complement-fixation titers often elevated weatment &P oral flucytosine
(132)

with optic nerve or macular involvement visual

rognosis is poor
n % diagnostic workup pog po

skin testing for exposure to coccid
forisolated anterior segment involvement
Papanicolaou stain @) | anterior chamber tap
culuring for the organism may delay diagnosis
pyogenic, granulomatous, and mixed reactions
zonal granuiomatous inflammation ¥ | pathology
Coccidioides organisms are usually visible
Candida
Aspergillus.
difterential diagnosis
Histoplasma
tuberculous uveitis
infecious diseases specialst
fluconazole
oral azole antifungal drug

itraconazole

roserved for lesions worsening rapidy or L g
located in vital sites (e.g. spine)

surgical debulking of anterior chamber | yatment
granulomas b

traocular injections of amphotericin and ,
voriconaole pars plana vitrectomy.
most eyes require enucleation because of pain _j

and biindness. poor visual prognosis

with systemic disease, higher doses and
fonger duration is






