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Abstract: Coccidioides species are thermally dimorphic fungi found in geographically defined areas of
the Western Hemisphere. The primary portal of entry is respiratory, with symptomatic pneumonic
diseases as the most common presentation. Subsequent pulmonary complications as well as extrapul-
monary metastatic infection may occur, either of which may be the presenting disease manifestation.
Cavitary lung disease may be found incidentally or when investigating symptoms such as cough or
hemoptysis. This study aims to explore the spectrum of coccidioidal cavities and the evaluation and
management in a cohort of patients seen at Kern Medical over the last 12 years.

Keywords: coccidioidomycosis; valley fever; cavity; cavitation; cavitary; coccidioidal

1. Introduction

Coccidioides species are fungal pathogens unique to the Western Hemisphere in the
desert southwest of the United States, adjacent to Mexico, and in relatively small foci of
Central and South America, although the disease appears to be expanding from traditional
regions of endemicity [1,2]. Wernicke and Posadas first described the disease in Argentina
in 1892 [3,4]. For many years, only disseminated cases were recognized and described
as “coccidioidal granulomas”. The work of Dixon and Gifford in 1935 elucidated that a
pneumonic disease of unknown cause termed “San Joaquin Valley Fever” was, in fact, the
primary coccidioidal infection and the portal of entry of almost all coccidioidal disease [5].
The identification of coccidioidal cavitation was accomplished shortly after by Farnes and
Mills in 1938 [6].

The similarities between pulmonary cavitary coccidioidomycosis and tuberculosis his-
torically have delayed discovery and accurate diagnoses. William Winn, at the Tuberculosis
Sanitorium in Springville, California, noted that cases of chronic cavitary coccidioidomy-
cosis were in fact often misdiagnosed as pulmonary cavitary tuberculosis. Much of the
putative therapy used for tuberculosis was emulated to treat cavitary coccidioidomycosis
and its complications. These therapies included collapse techniques such as pneumotho-
rax and pneumoperitoneum and, later, surgical resection [7]. Winn reported fourteen of
ninety-two patients (15.2%) underwent surgical resection. Winn also reported that surgery
was commonly utilized for those with large or persistent cavitations, mycetoma, significant
hemorrhage, or rupture into the pleural space with empyema [8].

In 1958, Hyde described 211 patients with coccidioidal pulmonary cavitation, of which
108 (51%) underwent surgery. One-third of the surgical interventions in Hyde’s study
were performed to ascertain the diagnosis, one-third to control bleeding, and one-third
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to remove asymptomatic coccidioidal cavities found on chest imaging due to concern for
possible malignancy [9].

Significant bleeding may cause several complications, including asphyxia, and man-
agement is primarily via: (1) bronchoscopic inspection performed once the airway has
been secured and an occlusive catheter such as a Fogarty, placed within the offending
airway; (2) interventional radiology embolization/occlusion of the offending vessel(s)
feeding the cavitary lesion, usually a branch of a bronchial artery; and (3) as a last resort
surgical resection.

In cases of cavitary rupture into the pleural space, treatment always necessitates
intervention. Guidelines for coccidioidal cavities from the 2016 Infectious Disease Society
of America recommend “prompt decortication and resection of the cavity, if possible.” [10]
When there is a delay in diagnosis and treatment, Video Assisted Thoracic Surgery (VATS)
or formal thoracotomy may be required for surgical decortication with or without anatomic
or non-anatomic lung resection [10].

With the advent of amphotericin B, a further role of medical versus surgical therapy
arose with various approaches [11]. Although controversial, some of these included the
use of amphotericin B in the perioperative period as summarized by Melick and Grant [12].
The effectiveness of Amphotericin B was less certain than in diseases caused by other
fungi [13]. The advent of triazoles has relegated amphotericins to rescue therapy, mainly
used in widely disseminated cases, triazole intolerance, or when there are contraindications
to triazoles [14].

The purpose of this observational study is to review the demographics, clinical man-
ifestations, and outcomes of patients with coccidiodal pulmonary cavitations in a more
diverse population than previously studied [15,16]. Particularly the importance of medical
therapy as opposed to the historic use of surgery was evaluated. This study was undertaken
at a publicly funded academic institution in the San Joaquin Valley of California.

2. Methods

This study was approved by the Kern Medical Institutional Review Board. A waiver
of consent was granted, given the deidentified retrospective nature of the project. The
Valley Fever Institute database was utilized to identify patients and their electronic medical
records at Kern Medical. Records were reviewed for the period December 2010–September
2022 (Figure 1). Search terms in PubMed and Google Scholar included coccidioidomycosis,
cavitary, coccidioidal, cavitation, and cavity.

I. Inclusion Criteria:

A. Age greater than 18 years old;
B. Radiographic evidence of cavitary lesion(s) with or without concurrent infil-

trative disease;
C. Positive coccidioidal diagnosis based on one or more of the following:

i. Serology at the Kern County Public Health Department or the Univer-
sity of California Davis Mycology laboratories for immunodiffusion
IgG and/or Compliment fixation (Immunodiffusion IgM alone or
EIA results were not qualifying);

ii. Positive respiratory secretion culture for Coccidioides spp.;
iii. Positive histopathology demonstrating endosporulating spherules;

II. Exclusion criteria:

A. Inadequate documentation for analysis;
B. Patients with pulmonary tuberculosis;
C. Incarcerated patients;

III. Demographics and comorbidities:

A. Age at diagnosis;
B. Sex;
C. Race/Ethnicity;
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D. Smoking tobacco;
E. Immunosuppressive medications;
F. HIV;
G. Diabetes Mellitus;
H. Chronic Obstructive Pulmonary Disease;

IV. Parameters that were used to investigate this study:

A. Simple cavity and location *;
B. Multiple cavities and locations *;
C. Cavity rupture (empyema) and associated intervention **;
D. Antifungal therapy;
E. Surgical intervention for hemorrhage and non-hemorrhagic etiologies;
F. Hemorrhage and associated intervention(s) (medical, surgical, interventional

radiology).

* The concept of fibrocavity disease is not included due to difficulty with its definition.
** The definition of coccidioidal empyema is hydropneumothorax that results from cavitary
rupture. Coccidioidal effusion is a part of primary coccidioidomycosis and, in rare instances,
a manifestation of disseminated disease. Coccidioidal effusion is an entirely different entity
and rarely requires a chest tube or surgical intervention [17].

J. Fungi 2023, 9, x FOR PEER REVIEW 3 of 11 
 

 

B. Patients with pulmonary tuberculosis; 

C. Incarcerated patients; 

III. Demographics and comorbidities: 

A. Age at diagnosis; 

B. Sex; 

C. Race/Ethnicity; 

D. Smoking tobacco; 

E. Immunosuppressive medications; 

F. HIV; 

G. Diabetes Mellitus; 

H. Chronic Obstructive Pulmonary Disease; 

IV. Parameters that were used to investigate this study: 

A. Simple cavity and location *; 

B. Multiple cavities and locations *; 

C. Cavity rupture (empyema) and associated intervention **; 

D. Antifungal therapy; 

E. Surgical intervention for hemorrhage and non-hemorrhagic etiologies; 

F. Hemorrhage and associated intervention(s) (medical, surgical, interventional radiol-

ogy). 

* The concept of fibrocavity disease is not included due to difficulty with its defini-

tion. ** The definition of coccidioidal empyema is hydropneumothorax that results from 

cavitary rupture. Coccidioidal effusion is a part of primary coccidioidomycosis and, in 

rare instances, a manifestation of disseminated disease. Coccidioidal effusion is an entirely 

different entity and rarely requires a chest tube or surgical intervention [17]. 

 

Figure 1. Flowchart of patients with inclusion and exclusion criteria in the study of pulmonary cavi-

tary coccidioidomycosis. 

Figure 1. Flowchart of patients with inclusion and exclusion criteria in the study of pulmonary
cavitary coccidioidomycosis.

3. Results

Of the initially 276 identified patients, 137 met the inclusion criteria. At diagnosis,
the most common presenting symptoms of pulmonary coccidioidal cavitary disease were
cough (55%), hemoptysis (38%), fever (29%), and shortness of breath (28%) (Figure 2. Other
symptoms included chest pain (19%), weight loss, and decreased appetite (11%). Twenty-
one cases (15.3%) were immunocompromised/transplant patients. Twenty-six (19%) cases
of cavitary lung disease were coexistent with disseminated coccidioidomycosis (Table 1).
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Table 1. Demographic characteristics of 137 patients with cavitary coccidioidal lesions.

Characteristic Single
Cavity (n = 91)

Multiple
Cavities (n = 46) Total (n = 137)

Demographics and
Comorbidities

Female 43 (47.3%) 18 (39.1%) 61 (44.5%)
Hispanic 61 (67%) 37 (80.4%) 64 (46.7%)

Caucasian 22 (24.2%) 3 (6.5%) 25 (18.2%)
Black 3 (3.3%) 2 (4.3%) 5 (3.6%)

Filipino 1 (1.1%) 1 (2.2%) 2 (1.5%)
Middle Eastern 1 (1.1%) 0 1 (0.7%)

Unknown Ethnicity 3 (3.3%) 3 (6.5%) 6 (4.4%)
Diabetes Mellitus 56 (61.5%) 34 (73.9%) 90 (65.7%)
Smoking Tobacco 21 (23.1%) 6 (13%) 27 (19.7%)

Documented COPD * 1 (1.1%) 4 (8.7%) 5 (3.6%)
Immunosuppressive medications 5 (5.5%) 5 (10.9%) 10 (7.3%)

Transplant 0 0 0
HIV 6 (6.6%) 5 (10.9%) 11 (8.0%)

Presenting
Manifestations

Cough 43 (47.3%) 12 (26%) 55 (40.1%)
Hemoptysis 26 (28.6%) 12 (26%) 38 (27.7%)

Fever 18 (19.8%) 11 (23.9%) 29 (21.2%)
Shortness of Breath 19 (20.9%) 9 (20%) 28 (20.4%)

Night Sweats 18 (19.8%) 4 (8.7%) 22 (16.1%)
Chest Pain 14 (15.4%) 5 (10.9%) 19 (13.9%)

Weight Loss/Decreased Appetite 8 (8.8%) 3 (6.5%) 11 (8%)
Fatigue 6 (6.6%) 3 (6.5%) 9 (6.6%)

Location **
Right Upper Lobe 31 (34.1%) 16 (34.8%) 47 (32.8%)
Left Upper Lobe 26 (28.6%) 18 (39.1%) 44 (32.1%)

Right Lower Lobe 18 (19.8%) 5 (10.9%) 23 (16.8%)
Left Lower Lobe 13 (14.3%) 4 (8.7%) 17 (12.4%)

Right Middle Lobe 3 (3.3%) 3 (6.5%) 6 (4.4%)

* Chronic Obstructive Pulmonary Disease. ** Multiple Cavities Location refers to the largest cavity.
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The average age at the diagnosis of a cavitary lesion was 43.1 years old, ranging from
18 to 77 years old. There were more male patients (55.5%) than female patients (44.5%)
(Figure 3). The most common radiographic finding was the presence of a single cavity
(91/137, 66.4%). Examples of single cavities are provided in Figures 4 and 5. Multiple
cavities made up 33.6% of cases. Examples of cases with multiple cavities can be seen in
Figures 6 and 7. The most common locations for cavities were the upper lobes of the lungs
(91/137, 66.4%) (Table 1).
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The initial medical treatment for the majority of patients (122/137, 89%) was triazoles
for a variable duration (Table 2). Fluconazole was used as the initial triazole in all but one
patient with dosages ranging from 400–1000 mg. Five patients (3.7%) initially received an
amphotericin B formulation, either for pulmonary or disseminated disease. Three patients
(2.2%) received no medical therapy. Of these three patients, one was pregnant, another chose
no treatment, and one died of complications due to cirrhosis before receiving treatment.

A total of nine patients were reported as deceased. The cause of death was either
unknown or not directly related to pulmonary cavitation in all cases.

After the exclusion of disseminated coccidioidal cases and patients with insufficient
data, the mean duration of the initial antifungal treatment was 563 days (n = 80). In 35%
(28/80) of cases a triazole was switched to another triazole for variable reasons, including
treatment failure or side effects. The switch from one antifungal treatment to another was
considered the end of the initial treatment.

This study found 52 (37.2%) patients with hemoptysis. One case (0.7%) required
radiologic intervention to occlude the bleeding vessel, and one (0.7%) case of hemorrhage
required right upper-lobe lobectomy. No patients in this study required a Fogarty catheter.

Nine (6.6%) cases exhibited a ruptured cavity. Eight of those cases had initial chest
tube placement, of which three (3/8, 37.5%) did not require surgical intervention. The
remaining five (5/8, 62.5%) cases with an initial chest tube placement ultimately led to a
thoracotomy or VATS (three (3/8, 37.5%) wedge resections, four (4/8, 50%) decortications,
one (1/8, 12.5%) pleurodesis, and one (1/8, 12.5%) pneumonectomy).

Seven of 137 (5.1%) cases presented with a pleural effusion not associated with a cavity
rupture. Five (3.7%) were due to primary coccidioidomycosis. The remaining two (1.5%)
cases were attributed to heart failure. One of these two cases had a concurrent perinephric
abscess with an associated exudative pulmonary effusion. This was the only cause of
a non-coccidioidal exudative effusion in this study. Three of the coccidioidal effusions
required therapeutic thoracentesis, and none required a chest tube or surgery.
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Table 2. Concomitant dissemination sites if present, medical treatment, and complications among
137 patients with pulmonary coccidioidal cavitary lesions.

Characteristic Single
Cavity (n = 91)

Multiple
Cavities (n = 46) Total (n = 137)

Dissemination
Osseous 9 (9.9%) 2 (4.3%) 11 (8%)

CNS 6 (6.6%) 1 (2.2%) 7 (5.1%)
Integumentary 3 (3.3%) 0 3 (2.2%)

Other 5 (5.5%) 2 (4.3%) 7 (5.1%)
Total 23 (25.3%) 5 (10.9%) 28 (20.4%)

Treatment
Fluconazole * 81 (89%) 41 (84.8%) 122 (89.1%)

Other Triazole * 1 (1.1%) 0 1 (0.7%)
Amphotericin * 4 (4.4%) 1 (2.2%) 5 (3.6%)

None * 1 (1.1%) 2 (4.3%) 3 (2.2%)
Unknown * 4 (4.4%) 2 (4.3%) 6 (4.3%)

Surgery 4 (4.4%) 5 (10.9%) 9 (6.6%)
Complications

Hemoptysis 33 (36.3%) 18 (39.1%) 51 (37.2%)
Superinfection 7 (7.7%) 5 (10.9%) 12 (8.8%)

Pleural Effusion 1 (1.1%) 6 (13%) 7 (5.1%)
Rupture,

Empyema, or
fistula

4 (4.4%) 5 (10.9%) 9 (6.6%)

Pneumothorax 6 (6.6%) 4 (8.7%) 10 (7.3%)
Fungal Ball ** 3 (3.3%) 4 (8.7%) 7 (5.1%)

* Initial medical treatment. ** Mass within cavity presumed to be a fungal ball.

4. Discussion

Recent research on cavitary coccidioidomycosis has focused on cavitary management
in a largely Caucasian demographic and has shown an association with diabetes mellitus
type 2 (DM) [15,16]. Recent data published by Crum et al. reviewed 223 patients from
1994–2002, of which 29 (13%) of coccidioidomycosis cases had coccidioidal pulmonary
cavities, with only one requiring surgery for empyema [18]. In 2006, Santelli et al. concluded
that patients with DM were more likely to have cavitary lung disease after reviewing
329 patients with coccidioidomycosis [15]. Later, Panicker et al. focused on the influence of
triazole therapy on cavitary closure in 271 cavitary patients from a single site in Arizona [16].

Apart from the study of Panicker et al., this is the largest study of cavitary lung
disease secondary to coccidioidomycosis in more recent times [16]. In some significant
respects, however, our study differs from Panicker et al.’s and other historical research.
By analyzing data from a large population of ethnically Hispanic patients, we studied a
distinct demographic compared to those formerly reviewed by Panicker et al. and others. In
addition, we also reviewed far fewer immunosuppressed patients or transplant recipients
compared to the 106 (39.1%) in the Panicker et al. study [16].

A historical literature review in this field suggests that surgical techniques once used
to manage cavitary tuberculosis, antecedent to antitubercular medical therapy, were also
employed to treat coccidioidal disease. Conversely, this study and other recent research
demonstrate the diminishing role of surgery in the management of coccidioidal cavi-
ties [16,18]. Compared to prior historical studies, such as that of Hyde, the care of these
patients has evolved from aggressive surgical intervention to predominantly medical ther-
apies [9]. This is further illustrated by our series’ considerably lower surgical rate when
compared to Panicker’s (42 of 313, 13.4%) and much lower than the historical series from
Hyde [9,16].
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The Infectious Disease Society of America’s guideline recommends oral triazoles for
symptomatic chronic cavitary coccidioidal pneumonia for at least one year; however, 30%
have a recurrence of symptoms when treatment is discontinued [10]. This study’s mean
duration of 563 days of initial treatment with a triazole suggests a longer duration of
treatment may be indicated. The 35% of cases that switched initial triazole therapy to a
different triazole suggest the need for close follow-up and therapeutic drug monitoring to
distinguish between treatment failure and medication non-adherence.

This study found that some patients with pulmonary coccidioidal cavity complications
were treated with less invasive interventions. If a ruptured cavity is diagnosed early, a
chest tube may suffice in expanding the lung and sealing the leak. The chest tube may
evacuate the air from the pleural space and restore negative intrathoracic pressure, which,
in turn, may expand the lung and reestablish physiologic ventilation [19]. This is similar to
the treatment of bacterial empyema described by Redden et al. in their meta-analysis [20].
If the ruptured cavity diagnosis is delayed, decortication, wedge resection, lobectomy, or
even pneumonectomy may be needed. Tube thoracostomy and surgery are not mutually
exclusive. In some cases, while tube thoracostomy may resolve the pneumothorax, a
persistent air leakage requires surgical intervention.

Surgery may be required for life-threatening hemorrhage or the management of a
cavity rupture into the pleural space with VATS or thoracotomy. However, this series
demonstrates that surgery is utilized much less commonly when compared to historical
cohorts. We hypothesize three reasons this may have occurred. First, the number of
specialists has increased; thus, who evaluates, treats, and directs patient care has changed.
Second, the advent of triazoles has provided a much more effective alternative medical
treatment [16]. Lastly, the philosophies of thoracic surgeons have shifted from aggressive
surgery to lung preservation [21].

The findings of this study indicate that pleural fluid in a patient with pulmonary
cavitary coccidioidomycosis can be attributed to the following three reasons: cavity rupture
(Section IV in Methods), coccidioidal effusion, or a non-coccidioidal disease process.

This study’s review contradicts the notion that pulmonary coccidioidal cavitary disease
and dissemination infrequently manifest in the same patient (Table 2).

The inclusion and exclusion criteria for this study were stringent. Therefore, we
inevitably excluded some patients with coccidioidal cavitary disease. This would include
individuals with negative serology, negative histopathology, and negative culture that
did not meet the inclusion criteria but had coccidioidal cavitary lung disease. It is also
possible that people with a similar cavitary disease could have been falsely diagnosed as
coccidioidal based on false positive serology.

Coccidioidal pulmonary cavitation remains a complex disease to evaluate and treat. In
the present age of triazole therapy, indications and the need for surgery continue to decline.
Further investigation needs to be conducted to evaluate medical therapy’s efficacy and
long-term outcomes.

Author Contributions: Conceptualization, R.H.J.; methodology, R.H.J. and L.K.; software, L.K.;
investigation, L.K., A.M., A.G., A.K., R.S., V.B. and V.N.; resources, L.K.; data curation, L.K.;
writing—original draft preparation, L.K.; writing—review and editing, L.K., R.H.J., A.H., R.K.,
G.R.T.III, A.G., A.K., V.B. and A.B.; visualization, L.K. and A.G.; supervision, R.H.J. and L.K.; project
administration, R.H.J. and A.H. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was approved by the Kern Medical Institutional
Review Board.

Informed Consent Statement: A waiver of consent was granted by the Institutional Review Board,
given the deidentified retrospective nature of the project.



J. Fungi 2023, 9, 561 10 of 10

Data Availability Statement: Data supporting the results can be obtained by reaching the corre-
sponding author.

Acknowledgments: This paper is dedicated to the memory of Hans E. Einstein. The one who taught
us all.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Valdivia, L.; Nix, D.; Wright, M.; Lindberg, E.; Fagan, T.; Lieberman, D.; Stoffer, T.; Ampel, N.M.; Galgiani, J.N. Coccidioidomycosis

as a Common Cause of Community-acquired Pneumonia. Emerg. Infect. Dis. 2006, 12, 958–962. [CrossRef] [PubMed]
2. Kim, M.M.; Blair, J.E.; Carey, E.J.; Wu, Q.; Smilack, J.D. Coccidioidal Pneumonia, Phoenix, Arizona, USA, 2000–2004. Emerg. Infect.

Dis. 2009, 15, 397–401. [CrossRef] [PubMed]
3. Wernicke, R. Ueber einen protozoenbefund bei mycosis fungoides. Zentralblatt Bakteriol. 1892, 12, 859–861.
4. Posadas, A. Un nuevo caso de micosis fungiodea con posrospemias. An. Cir. Med. Argent 1892, 15, 585–597.
5. Dickson, E.C. Coccidioides Infection (Coccidioidomycosis). Arch. Intern. Med. 1938, 62, 853–871. [CrossRef]
6. Farness, O.J.; Mills, C.W. A Case of Primary Infection in the Lung with Cavity Formation and Healing. Bull. Am. Acad. Tuberc.

Phys. 1938, 2, 39–44.
7. Winn, W.A. The Treatment of Pulmonary Cavitation Due to Coccidioidal Infection. Calif. West. Med. 1942, 57, 45–47.
8. Winn, W.A. Pulmonary mycoses—Coccidioidomycosis and pulmonary cavitation; a study of ninety-two cases. AMA Arch. Intern.

Med. 1951, 87, 541–550. [CrossRef] [PubMed]
9. Hyde, L. Coccidioidal pulmonary cavitation. Am. J. Med. 1958, 25, 890–897. [CrossRef] [PubMed]
10. Galgiani, J.N.; Ampel, N.M.; Blair, J.E.; Catanzaro, A.; Geertsma, F.; Hoover, S.E.; Johnson, R.H.; Kusne, S.; Lisse, J.; MacDonald,

J.D.; et al. 2016 Infectious Diseases Society of America (IDSA) Clinical Practice Guideline for the Treatment of Coccidioidomycosis.
Clin. Infect. Dis. 2016, 63, e112–e146. [CrossRef] [PubMed]

11. Cunningham, R.; Einstein, H. Coccidioidal pulmonary cavities with rupture. J. Thorac. Cardiovasc. Surg. 1982, 84, 172–177.
[CrossRef] [PubMed]

12. Grant, A.R. The Surgical Treatment of Cavitary Pulmonary Coccidioidomycosis. Arch. Surg. 1967, 94, 559–566. [CrossRef]
[PubMed]

13. Drutz, D.J. Amphotericin B in the Treatment of Coccidioidomycosis. Drugs 1983, 26, 337–346. [CrossRef] [PubMed]
14. Johnson, R.H.; Einstein, H.E. Amphotericin B, and Coccidioidomycosis. Ann. N. Y. Acad. Sci. 2007, 1111, 434–441. [CrossRef]

[PubMed]
15. Santelli, A.C.; Blair, J.E.; Roust, L.R. Coccidioidomycosis in Patients with Diabetes Mellitus. Am. J. Med. 2006, 119, 964–969.

[CrossRef] [PubMed]
16. Panicker, R.R.; Bartels, H.C.; Gotway, M.B.; Ampel, N.M.; Buras, M.R.; Lim, E.S.; Blair, J.E. Cavitary Coccidioidomycosis: Impact

of azole antifungal therapy. Med. Mycol. 2021, 59, 834–841. [CrossRef] [PubMed]
17. Johnson, R.H.; Sharma, R.; Kuran, R.; Fong, I.; Heidari, A. Coccidioidomycosis: A Review. J. Investig. Med. 2021, 69, 316–323.

[CrossRef] [PubMed]
18. Crum, N.F. Coccidioidomycosis: A Contemporary Review. Infect. Dis. Ther. 2022, 11, 713–742. [CrossRef] [PubMed]
19. Anderson, D.; Chen, S.A.; Godoy, L.A.; Brown, L.M.; Cooke, D.T. Comprehensive Review of Chest Tube Management. JAMA

Surg. 2022, 157, 269. [CrossRef] [PubMed]
20. Chin, T.Y.; Redden, M.D.; Hsu, C.C.-T.; van Driel, M.L. Surgical versus non-surgical management for pleural empyema. In

Cochrane Database of Systematic Reviews; Chin, T.Y., Ed.; John Wiley & Sons, Ltd.: Hoboken, NJ, USA, 2013. [CrossRef]
21. Salomon, N.W.; Osborne, R.; Copeland, J.G. Surgical Manifestations and Results of Treatment of Pulmonary Coccidioidomycosis.

Ann. Thorac. Surg. 1980, 30, 433–438. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3201/eid1206.060028
https://www.ncbi.nlm.nih.gov/pubmed/16707052
https://doi.org/10.3201/eid1563.081007
https://www.ncbi.nlm.nih.gov/pubmed/19239751
https://doi.org/10.1001/archinte.1938.00180160132011
https://doi.org/10.1001/archinte.1951.03810040066004
https://www.ncbi.nlm.nih.gov/pubmed/14810271
https://doi.org/10.1016/0002-9343(58)90061-5
https://www.ncbi.nlm.nih.gov/pubmed/13606141
https://doi.org/10.1093/cid/ciw360
https://www.ncbi.nlm.nih.gov/pubmed/27470238
https://doi.org/10.1016/S0022-5223(19)39029-4
https://www.ncbi.nlm.nih.gov/pubmed/7098503
https://doi.org/10.1001/archsurg.1967.01330100123018
https://www.ncbi.nlm.nih.gov/pubmed/6021152
https://doi.org/10.2165/00003495-198326040-00003
https://www.ncbi.nlm.nih.gov/pubmed/6628269
https://doi.org/10.1196/annals.1406.019
https://www.ncbi.nlm.nih.gov/pubmed/17513463
https://doi.org/10.1016/j.amjmed.2006.03.033
https://www.ncbi.nlm.nih.gov/pubmed/17071165
https://doi.org/10.1093/mmy/myab011
https://www.ncbi.nlm.nih.gov/pubmed/33724424
https://doi.org/10.1136/jim-2020-001655
https://www.ncbi.nlm.nih.gov/pubmed/33495302
https://doi.org/10.1007/s40121-022-00606-y
https://www.ncbi.nlm.nih.gov/pubmed/35233706
https://doi.org/10.1001/jamasurg.2021.7050
https://www.ncbi.nlm.nih.gov/pubmed/35080596
https://doi.org/10.1002/14651858.cd010651
https://doi.org/10.1016/S0003-4975(10)61294-5
https://www.ncbi.nlm.nih.gov/pubmed/7436613

	Introduction 
	Methods 
	Results 
	Discussion 
	References



