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Gastric coccidioidomycosis presenting as gastric
outlet obstruction
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A previously healthy, 36-year-old Latino
human immunodeficiency virus-neg-
ative man from the Southern United
States with no recent travel history pre-
sented with one month of abdominal
pain, nausea, vomiting, post-prandial
emesis, and unintentional weight loss.
He denied smoking, use of non-ste-
roidal anti-inflammatory drugs, and
history of Helicobacter pylori infection.
Abdominal imaging showed a 2.2-cm
gastric antral mass with evidence of
gastric outlet obstruction (Fig. 1A). Up-
per endoscopy identified an ulcerated
pyloric channel mass with raised edges
causing gastric outlet obstruction (Fig.
1B). Biopsies from the ulcerated mass

demonstrated necroinflammatory de-
bris, round structures with well-defined
boundaries, and underlying stroma
with increased eosinophils. Periodic
acid-Schiff (PAS) and Grocott's meth-
enamine silver stains were negative,
and there were no signs of underlying
malignancy. Repeat upper endoscopy
with biopsies revealed similar findings.
Despite  conservative management
with nasogastric tube decompression
and intravenous proton pump inhib-
itor therapy, the patient’s symptoms
persisted, and he underwent distal gas-
trectomy with loop gastrojejunostomy.
By the third day after the surgery, the
patient was tolerating regular diet. Fi-

Figure 1. (A) Computed tomography imaging showing a 2.2-centimeter gastric antral mass with evidence of gastric outlet obstruction
(arrows), (B) esophagogastroduodenoscopic findings of an ulcerated pyloric channel mass with raised edges.
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Figure 2. Periodic acid-Schiff stain from final surgical pathology
highlighting large coccidioidomycosis spherules (up to 80 microns)
with many endospores and evidence of chronic active gastritis.

nal surgical pathology revealed coccidioidomycosis-as-
sociated chronic active gastritis and gastric ulcers. PAS
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stains showed large coccidioidomycosis spherules (up to
80 microns) with many endospores (Fig. 2). The patient’s
symptoms had significantly improved post-operatively,
and after the diagnosis of coccidioidomycosis was estab-
lished, treatment was initiated with fluconazole 400 mg
daily for 2 months. Outpatient follow-up was requested
in the infectious diseases clinic. The diverse clinical man-
ifestations of coccidioidomycosis make diagnosis partic-
ularly challenging. Gastrointestinal coccidioidomycosis is
especially rare and there are scarce reports of cases pre-
senting as small bowel obstruction or as gastric ulcers. In
order to increase clinician awareness, we highlight a very
distinctive gastrointestinal manifestation of coccidioido-
mycosis presenting as gastric outlet obstruction.
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