
An Unusual Cause of Horner Syndrome
Shilpa S. Larkin, MD1 and Adam J. Gray, MD2

1Department of Radiation Oncology , University of Kentucky, Lexington, KY, USA; 2Department of Internal Medicine , University of Kentucky,
Lexington, KY, USA.

KEY WORDS: clinical image; hospital medicine; infectious disease.

J Gen Intern Med 33(5):774–5

DOI: 10.1007/s11606-018-4317-x

© Society of General Internal Medicine 2018

A 24-year-oldman presented with 6months of progressive
left shoulder pain with associated fever, weight loss, and

left hand paresthesia. He had left eye miosis and partial ptosis
(Fig. 1). Computed tomography of his chest demonstrated an
8.6 × 5.9 × 5.6 cm soft tissue mass eroding the T1–T3 verte-
bral bodies, with compression of his spinal cord and anterior
mediastinal structures (Fig. 2). Biopsy revealed granuloma-
tous inflammation with broad-based budding yeast consistent
with blastomycosis. Treatment included C5–T6 fusion, 14
days of liposomal amphotericin B, and 6 months of outpatient
itraconazole. His fever and left shoulder pain resolved.
Blastomyces dermatitidis is a fungus endemic to the Missis-

sippi and Ohio River valleys. Inhalation causes primary pul-
monary infection, often followed by hematogenous spread to
extrapulmonary sites, most commonly skin or bone.1 Osteo-
myelitis usually involves the vertebra, pelvis, and sacrum.1

The classic radiographic finding in osseous blastomycosis is a
well-circumscribed osteolytic lesion with fronts of bone re-
sorption surrounded by a periosteal reaction and remodeling.2,
3 Neurologic manifestations of blastomycosis include menin-
gitis and epidural abscess, and occur in less than 5% of

patients.4 Treatment typically involves induction therapy with
amphotericin B, followed by 6–12 months of itraconazole.5
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Figure 1 Left eye miosis and partial ptosis.
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Figure 2 CT of the chest, mediastinal window. Arrow demonstrates a
destructive mass compressing the spinal cord and anterior medias-

tinal structures with invasion into the left lung.
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