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This case report describes a 22-year-old HIV-infected male patient with pulmonary
and skin complaints, whose initial computed tomography images showed lytic lesions
on the sternum, scapula, and vertebral bodies as well as on the skullcap, iliac bone,
sacrum, humerus, tibia, and femur, immediately raising the suspicion of a metastatic
neoplasm or multiple myeloma. Pulmonary tuberculosis (with preserved sensitivity
to rifampicin) was diagnosed through the sputum, and a skin biopsy confirmed
"Instituto de Infectologia Emilio Ribas - the diagnosis of Kaposi’'s sarcoma. However, the bone biopsy of the sternum was
Sao Paulo/SP, Brazil inconclusive - although it ruled out any type of neoplastic infiltration, it was unable to
confirm tuberculosis or sarcoma in that topography. The patient ran away from hospital
before the investigation progressed toward a definitive diagnosis, but a brief review
of the literature highlights the possibility of opportunistic etiologies causing osteolytic
lesions in HIV/AIDS patients.

Headings: AIDS-related Opportunistic Infections, Kaposi’s Sarcoma, Osteoarticular
Tuberculosis, Human Herpesvirus 8, Case report.

RESUMO

Este relato de caso descreve um paciente masculino de 22 anos infectado
pelo HIV com queixa pulmonar e cutanea, cujas imagens tomograficas iniciais
evidenciaram lesbes liticas no esterno, escapula e corpos vertebrais, além
da calota craniana, no osso iliaco, sacro, umero, tibia e fémur, de imediato
levantando a suspeita de uma neoplasia metastatica ou de mieloma muiltiplo. Foi
diagnosticada tuberculose pulmonar (com sensibilidade preservada a rifampicina)
através do escarro, enquanto a bidpsia da pele firmou o diagnéstico de sarcoma
de Kaposi. A biépsia 6ssea do esterno, no entanto, foi inconclusiva: embora tenha
afastado qualquer tipo de infiltragdo neoplasica, ndo |lhe foi possivel confirmar
tuberculose ou sarcoma naquela topografia. O paciente evadiu do hospital antes
de se progredir a investigagdo rumo a um diagndstico definitivo, porém uma breve
revisao da literatura destaca a possibilidade de etiologias oportunistas originarem
lesdes osteoliticas em pacientes vivendo com HIV/aids.

Descritores: Infecgdes oportunistas associadas a AIDS, Sarcoma de Kaposi,
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is usually metastatic or primary neoplastic diseases, especially multiple
myeloma'2. This case report refers to a patient with HIV/AIDS and
disseminated osteolytic lesions who had a confirmed diagnosis of
pulmonary tuberculosis and disseminated Kaposi's sarcoma (KS) (skin
and stomach), without any evidence of other associated neoplastic
processes. This study aimed to highlight the particularities and complexity
DOI: 10.5935/2764-734X.e20250353-en of this radiological finding in this group of immunocompromised patients.

Infectologia em Evidencia. 2025; 4:e20250353 1/5



CASE REPORT:

A 22-year-old homeless man from Sao Paulo
presented to the emergency room complaining of a
chronic cough and progressive dyspnea for a year.
This was associated with an unmeasured fever and
chills as well as unquantified weight loss. He reported
significant worsening of his respiratory symptoms in the
last 2 weeks, with a more productive cough and dyspnea
on minimal effort. He denied any type of pain. He also
reported the presence of bullous lesions in the inguinal
region for approximately 6 months, with a progressive
increase in their extent. The patient had known he was
HIV-positive since 2021 and had maintained a regular
antiretroviral treatment regimen until November 2022,
when he stopped taking the medication. The latest data
extracted from the Laboratory Test Control System of the
Department of HIV/AIDS, Tuberculosis, Viral Hepatitis
and Sexually Transmitted Infections (SISCEL; available
at https://siscel.aids.gov.br), documented a viral load of
4,808 copies/mL and CD4 of 356 cells/mm?3, both from
the beginning of 2023.

On physical examination, the patient was ruddy,
hydrated, afebrile, normotensive, normocardic, and
tachypneic, with an oxygen saturation of 98% in room
air. Asymmetrical edema was noted in the lower limbs. It
was more pronounced on the right side, with hardened,
infiltrative violaceous lesions on the skin of the inguinal
and medial regions of the thighs bilaterally, some of them
ulcerated, with nodulations and hyperemia (Figure 1).
Pulmonary auscultation revealed a reduced vesicular
murmur in both bases. Computed tomography (CT) of
the chest revealed pulmonary nodules suggestive of
hematogenous distribution, associated with bilateral
pleural effusion (Figure 2A). Sputum samples were
collected, which tested positive for acid-fast bacilli,
and the molecular test for M. tuberculosis was reactive
with preserved sensitivity to rifampicin, establishing the
diagnosis of pulmonary tuberculosis. Analysis of the
pleural fluid revealed an uncomplicated bilateral exudate,
with all microbiological tests negative. Histological
analysis of the pleural biopsy documented mild chronic
pleuritis with fibrosis, with no evidence of malignancy or
granulomas. Bilateral drainage was performed to relieve
the respiratory symptoms. Moreover, another finding
on the chest CT revealed the presence of Iytic lesions
on the sternum, scapula, and vertebral bodies (Figure
2B), while other tests to determine a more complete
staging of a possible metastatic neoplasm showed
further lytic lesions, on the skullcap, iliac bone, sacrum,
humerus, tibia, and femur (Figures 3 and 4). Serum beta-
2 microglobulin levels were within the normal range,
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and serologies for syphilis, HTLV 1, and 2 as well as
hepatitis B and C were non-reactive. A skin biopsy of
the lesions on the right thigh revealed atypical vascular
proliferation with positive immunohistochemistry for
HHV8, thus confirming the diagnosis of KS. Furthermore,
upper gastrointestinal endoscopy, performed for staging
purpose, showed violaceous lesions in the esophagus,
stomach, and duodenum (Figure 5), the biopsies of
which showed the same pattern of atypical vascular
proliferation and positive HHV8. Surgical bone biopsy
of the Iytic lesion on the sternum was performed, but
its histological analysis was non-specific, showing no
malignancy or granulomas, with all three hematopoietic
series under an age-appropriate profile. Microbiological
and immunohistochemical tests on the bone samples
were all negative for tuberculosis, fungi, and HHVS.
Treatment for tuberculosis and chemotherapy for KS
were started in the second week of hospitalization and led
to relative clinical improvement. However, the patient ran
away from hospital on the 63rd day, before the already
scheduled positron emission tomography (PET-CT) scan
and a new bone biopsy (at a different site) were done to
define the diagnosis of the osteolytic lesions.

Figure 1. Appearance of skin lesions in the genital region and lower
limbs.

Figure 2. A - chest tomography showing multiple solid nodules of
random distribution scattered throughout both lungs, suggestive of
a hematogenous distribution pattern, associated with large bilateral
pleural effusion. B - lytic lesions in the vertebral body and sternum
(arrow).
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Figure 3. Osteolytic lesions in the cranial vault.

Figure 4. Lytic lesions in the humerus (a), scapula and humerus (b),
ilium and sacrum (c), tibia (d) and femur (e).

Figure 5. Upper digestive endoscopy showing the presence of
violaceous lesions in the esophagus, stomach and duodenum.

DISCUSSION:

Differential diagnoses of osteolytic lesions in
patients living with HIV/AIDS (PLWHA) should be
evaluated with a different level of suspicion from the
nonimmunosuppressed population®. Taking this case
report into account, for example, tuberculosis and KS can
mimic the radiological findings most commonly associated
with neoplasms as well as present similar and confusing
clinical and laboratory manifestations.

From a radiological perspective, metastatic lesions of
solid tumors usually present as well-defined areas of bone
destruction, revealing marked translucency in the images,

even during the early stages of the disease’. Conversely,
multiple myeloma is characterized by osteolytic lesions,
often multiple and in various topographies, with typical
radiographic changes showing areas of demineralization
associated with a cuff pattern in the bones*. KS may
also manifest as multifocal osteolytic lesions, although it
most often affects the long bones and vertebrae®®. Bone
tuberculosis has a greater predilection for the spine, but
can also involve other bones and joints®°.

A higher incidence of multiple myeloma in PLWHA is
a controversial issue. In an analysis of a North American
database, myelomas accounted for 49 cases out of a
total of 2,552 patients with non-AlDS-defining cancers™.
In another single-center retrospective series from South
Africa, 16 of the 89 patients with multiple myeloma were
HIV-positive and, of these, 11 had osteolytic lesions.
There is, however, a statistically significant difference in
relation to the younger age of this population at the time of
diagnosis of myeloma, which can happen at any stage of
HIV infection, whether early on or after decades of chronic
evolution™.

The presentation of disseminated KS through
osteolytic lesions, although uncommon, has been
described in PLWHA, with or without the presence of
tumor masses in contiguous soft tissues®®. Biopsies in
these cases (puncture and open) are usually fundamental
in establishing this diagnosis®®'3. Bone involvement
in coinfection of tuberculosis with HIV is more likely to
cause erosions that characterize spondylitis or Pott’s
disease®'°, whereas isolated multifocal Iytic lesions are
much less commonly described™. Other differential
diagnoses of osteolytic lesions caused by opportunistic
infections in PLWHA are secondary syphilis'>'® and
bacillary angiomatosis, considering that the macroscopic
appearance of skin lesions in the latter is very similar to
KS17-18_

Herein, it was not possible to establish a definitive
diagnosis, even through bone biopsy. Although frustrating,
itis not uncommon for bone biopsies to be undefined in this
context'®, while in more than 50% of cases of osteolysis,
biopsy is not even performed’. Regardless, our patient's
sternal biopsy made it possible to rule out the diagnosis
of any metastatic neoplasm and of myeloma proper (all
the more so given the normal serum beta 2 microglobulin
dosage), emphasizing that the diagnoses of tuberculosis
and KS were definitive, but at sites other than the bone.
Also notable is the total absence of pain reported by the
patient and the satisfactory clinical evolution promoted by
the treatment. Unfortunately, with the patient leaving the
hospital, it was not possible to perform further procedures
aimed at defining this diagnostic impasse.
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CONCLUSION:

This case report highlights the importance of

broadening the range of possible etiologies for osteolytic

lesions

in PLWHA. The clinical and radiological

manifestations of infections can overlap with those of
malignancies, which makes clinical management difficult.
Bone biopsies are essential to clarify the diagnosis in this
context, but they can be inconclusive. The concomitant
investigation of other affected regions and organs can help
in diagnostic reasoning and guide conduct in similar cases.

“This case report deserved an official declaration of acknowledgement
and ethical approval by its institution of origin and was peer-reviewed
before publication, whilst the authors declare no fundings nor any
conflicts of interest concerning this paper. It is noteworthy that case
reports provide a valuable learning resource for the scientific community
but should not be used in isolation to guide diagnostic or treatment
choices in practical care or health policies. This Open Access article is
distributed under the terms of the Creative Commons Attribution License
(CC-BY), which allows immediate and free access to the work and permits
users to read, download, copy, distribute, print, search, link and crawl it
for indexing, or use it for any other lawful purpose without asking prior
permission from the publisher or the author, provided the original work
and authorship are properly cited.”
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