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An 18-year-old man came to the emergency room due to

fever, productive cough, asthenia, 30 kg weight loss, general-

ized lymphadenopathy, and migratory polyarthritis in the

last 6-months. Laboratory test findings were unremarkable. A

blood test for human immunodeficiency virus was negative.

Computed Tomography (CT) showed multiple well-delimited

osteolytic lesions with no sclerotic halo or contrast enhance-

ment affecting the sternum, elbows, ilium, sacroiliac joint,

knees, and ankles, with no evidence of periosteal reaction

(Fig. 1). There was no sign of pulmonary involvement. Meta-

static disease was suspected. On Positron Emission Tomogra-

phy (PET)/CT, Fluorodeoxyglucose (FDG) uptake was intense

in the osteolytic lesions (maximum standard uptake = 14.3;

Fig. 2) and some mediastinal lymph nodes. The diagnosis of

Paracoccidioidomycosis (PCM) was confirmed through direct

mycological examination of a lymph-node biopsy sample,

which demonstrated spherical, thick-walled yeast cells of

variable size, with peripheral buds protruding from a central

cell, a pattern called the “pilot’s wheel”, characteristic of Para-

coccidioides brasiliensis. Paracoccidioides spp. also grew in the cul-

ture after 4-weeks. The patient was treated with antifungal

drugs and the lesions improved.

PCM is classified into two main forms based on its clinical

aspects.1-3 The acute or subacute (juvenile) form most fre-

quently affects children, teenagers, and young adults. The

chronic (adult) form is the most common and affects predom-

inantly individuals aged >30-years. Thus, the present case

can be classified as acute/subacute. PCM can affect any bone,

but it most frequently affects the clavicle, ribs, scapula, and

sternum. The most common radiographic characteristics are

lytic lesions with no marginal sclerosis and little or no perios-

teal reaction.1-4

In conclusion, lytic bone lesions that are FDG avid on PET/

CT are not necessarily malignant; there may be overlap with

infectious diseases, which often poses a diagnostic challenge

for clinicians and radiologists.

* Corresponding author.

E-mail address: vitor.cassiano@hotmail.com (V.C.A. Maiolo).

https://doi.org/10.1016/j.bjid.2024.103871

1413-8670/� 2024 Sociedade Brasileira de Infectologia. Published by Elsevier España, S.L.U. This is an open access article under the CC BY

license (http://creativecommons.org/licenses/by/4.0/)

braz j infect dis. 2024;28(5):103871

The Brazilian Journal of

INFECTIOUS DISEASES

www.el sev ier.com/locate/bj id

http://crossmark.crossref.org/dialog/?doi=10.1016/j.bjid.2024.103871&domain=pdf
http://orcid.org/0009-0004-7485-5535
http://orcid.org/0009-0004-7485-5535
http://orcid.org/0009-0004-7485-5535
http://orcid.org/0009-0004-7485-5535
http://orcid.org/0009-0004-7485-5535
http://orcid.org/0000-0003-0091-9714
http://orcid.org/0000-0003-0091-9714
http://orcid.org/0000-0003-0091-9714
http://orcid.org/0000-0003-0091-9714
http://orcid.org/0000-0003-0091-9714
http://orcid.org/0000-0001-8797-7380
http://orcid.org/0000-0001-8797-7380
http://orcid.org/0000-0001-8797-7380
http://orcid.org/0000-0001-8797-7380
http://orcid.org/0000-0002-8775-0458
http://orcid.org/0000-0002-8775-0458
http://orcid.org/0000-0002-8775-0458
http://orcid.org/0000-0002-9952-3834
http://orcid.org/0000-0002-9952-3834
http://orcid.org/0000-0002-9952-3834
http://orcid.org/0000-0002-9952-3834
http://orcid.org/0000-0002-9952-3834
mailto:vitor.cassiano@hotmail.com
https://doi.org/10.1016/j.bjid.2024.103871
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.bjid.2024.103871
http://www.elsevier.com/locate/bjid


Conflicts of interest

The authors declare no conflicts of interest.

Acknowledgments

We offer our deepest thanks to the institutions that provided

technical support for the development and implementation of

this study and to all the healthcare workers involved in this case.

r e f e r enc e s

1. Correa-de-Castro B, PompilioMA, Odashiro DN, OdashiroM, Ar~ao-

Filho A, Paniago AM. Unifocal bone paracoccidioidomycosis, Brazil.

Am J TropMedHyg. 2012;86:470–3.

2. Lima J�unior FV, Savarese LG, Monsignore LM, Martinez R,

Nogueira-Barbosa MH. Computed tomography findings of

paracoccidiodomycosis inmusculoskeletal system. Radiol Bras.

2015;48:1–6.

3. Monsignore LM, Martinez R, Sim~ao MN, Teixeira SR, Elias Jr J,

Nogueira-Barbosa MH. Radiologic findings of osteoarticular

infection in paracoccidioidomycosis. Skeletal Radiol.

2012;41:203–8.

4. Franco FL, Niemeyer B, Marchiori E. Bone involvement in

paracoccidioidomycosis. Rev Soc Bras Med Trop. 2019;52:

e20190108.

Fig. 1 – (A‒B) CT images obtained in the axial plane and bone window showing lytic lesion signs with cortical destruction of the

left clavicle andmanubrium and no periosteal reaction (white arrows). (C) Volume-rendered 3D image also demonstrating

multiple osteolytic lesions with cortical rupture of the manubrium, sternum, and left clavicle (red arrows). (D) CT image

obtained in the axial plane and soft-tissue window depicting fluid collection around the bony destruction of the left clavicle

(red arrowheads).

Fig. 2 – (A) Axial CT image (bone window) showing large ero-

sions of the left clavicle with soft tissue swelling (white

arrows). (B) Axial fused FDG PET/CT image showing FDG

uptake (red arrows) of the lytic lesions in the left clavicle and

in the fluid collection around the bone (SUVmax = 14.3).

There is also intense uptake in the right supraclavicular

lymph nodes (arrowheads).
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