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QUESTIONS ADDRESSED

• How should we approach the asymptomatic 
patients with positive coccidioidomycosis 
serologies on antirheumatic therapy?

• Is there a role of anti-fungal treatment? If yes, 
what is the optimal duration of therapy?

• Is it helpful to routinely screen patients for 
coccidioidomycosis who are receiving therapy for 
rheumatic diseases and living in the coccidioidal 
endemic region?



• The risk of developing coccidioidal infection in the endemic area 
is estimated to be about 3% per year. 

• Patients on immunosuppressive medication are more likely to 
develop symptomatic and extrathoracic coccidioidomycosis than 
other hosts.

• In last decade, biologic response modifiers (BRMs), particularly 
tumor necrosis factor-α inhibitors (TNF-α inhibitors), have 
become an integral part of most therapeutic strategies and have 
been used in combination with disease modifying antirheumatic 
drugs (DMARDS)

• Both of these agents appear to increase the risk of clinically 
active coccidioidomycosis
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STUDY DESIGN

• A retrospective study at two centers in Tucson, AZ 
identified patients who developed asymptomatic 
coccidioidomycosis while on DMARD or BRM therapy.

• Patients were seen at least once between 2007 and 2015

• Management of BRM/DMARD therapy, as well as duration 
of antifungal therapy is detailed

• Asymptomatic illness was defined as a positive serology 
found on surveillance labs, not ordered in response to 
symptoms, and with no concurrent signs or symptoms of 
active disease



• 19 patients met the inclusion criteria
- 16 during routine annual surveillance

- 3 during pre-BRM therapy screening

• Mean age 56.1 years (range: 26 to 77)

• 4 men, 15 women

• 8 white, 5 hispanic, 4 native American, 2 African-American

• 17 rheumatoid arthritis, 1 psoriatic arthritis, 1 dermatomyositis

• 2 on DMARD alone, 8 on BRM alone, 9 on BRM + DMARD

• 3 were on prednisone

PATIENT CHARACTERISTICS  



SEROLOGIC RESULTS

• 13 had only a positive EIA serological test.

• 7 with a positive IgM EIA alone
• 4 with a positive IgG EIA alone.
• 2 with both IgM and IgG EIA positive.

• 4 had positive immunodiffusion tests 
(1 IDTP, 3 IDCF; 1 both)

• 2 had complement fixation positive.



RESULTS

Among the 19 patients:
• 13 were continued on BRM therapy without 

interruption

• 11 were not started on antifungal therapy
• 6 had antirheumatic therapy interrupted

• Restarted in 5

• Restarted within 0.5 – 12 months
• 6 patients received antifungal therapy

• all received fluconazole

• duration 9 to 73 months (median 30.5 mos)



OUTCOMES

• 13 (69%) continued the antirheumatic therapy without 
interruption

• 11 (57%) received no antifungals while DMARDs 
and/or BRMs were continued without dose adjustment

• None had complications related to coccidioidomycosis

• The total duration of follow up was 43 months



CONCLUSIONS 

• Continued therapy with DMARDs and/or BRMs 
appears to be safe in patients with asymptomatic 
coccidioidomycosis

• Routine use of antifungal therapy may not be 
warranted

• The role of screening to detect asymptomatic 
coccidioidomycosis is unclear
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