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CASE SUMMARY
A 30-year-old man from Southern 

California with no significant med-
ical history presented to the emer-
gency room with a one-month history 
of progressive right elbow pain. He 
denied trauma, repetitive arm activ-
ity, interaction with pets, gardening, 
fevers, weight loss, or other joint pain. 
On physical exam, patient was afe-
brile with normal vital signs. A 4 × 4 
cm mildly tender nodule with minimal 
erythema and warmth was palpated in 
the medial aspect of right elbow.

IMAGING FINDINGS
An X-ray of the right elbow showed 

soft-tissue edema surrounding calci-
fication adjacent to the right medial 
epicondyle, likely within the common 
flexor tendon and concerning for epi-
condylitis (Figure 1). Ultrasound of the 
right elbow demonstrated a prominent 
lymph node with hyper-vascularity 
consistent with a reactive lymph node 
(Figure 2). 

An MRI scan was obtained to fur-
ther characterize the suspected mass. 
The images demonstrated abnor-
mal hypointense signal in the medial 
epicondyle on T1-weighted MR 
imaging (Figure 3). A postcontrast 
T1-weighted MR image with fat sat-
uration showed enhancement in the 
medial epicondyle and the adjacent 

soft tissue, concerning for osteomyelitis 
or primary bone lesion. There was also a 
fluid collection with peripheral enhance-
ment within the enhancing soft tissue, 
suggestive of an abscess (Figure 3).

Histological diagnosis was subse-
quently pursued. Since a primary bone 
tumor was in the differential, an ultra-
sound-guided biopsy of the enlarged 
lymph node (Figure 2) was performed 
to avoid altering the bony lesion. It 
showed a granulomatous inflammation 
with spherules, consistent with coccid-
ioidomycosis. 

A CT scan of the thorax was per-
formed to evaluate for asymptomatic 
pulmonary lesions; it showed a focal 
consolidation in the inferior right mid-
dle lobe and a small focus of peribron-
chial opacity in the peripheral-inferior 
lingula. 

DIAGNOSIS
Coccidioidomycosis with mus-

culoskeletal involvement. Differen-
tial diagnosis includes primary bone 
malignancy, septic joint, osteomyeli-
tis, and tuberculosis/other granuloma-
tous disease.

DISCUSSION 
Coccidioidomycosis is caused by 

inhalation of the spores of two geneti-
cally distinct but morphologically iden-
tical species of fungus, Coccidioides 

immitis and Coccidioides posadasii. It 
has worldwide distribution but is most 
prevalent in southwestern United States, 
Mexico, and South America.1,2 

Coccidioidomycosis is diagnosed 
by clinical symptoms, serology, cul-
ture, and/or tissue biopsy. Nonspe-
cific flu-like symptoms develop in 
40% of affected patients and the rest 
are asymptomatic. Coccidioidomyco-
sis most often manifests as pulmonary 
illness. In 75% of cases, it is seen as 
solitary or multi-segmental or lobar 
consolidation on CT chest, and up to 
15-20% develop pleural effusion.3

Approximately 1% of cases result 
in disseminated disease,4 with asymp-
tomatic patients being particularly 
at risk. This leads further to delays 
in diagnosis and treatment.1,2 Most 
commonly affected extra-pulmonary 
sites include bone, joints, skin, soft 
tissue, and meninges.5 Musculoskel-
etal involvement occurs in 10-50% of 
patients with disseminated disease.5 

The most common patterns seen on 
radiography are punched-out lytic 
lesions with circumscribed margins, 
permeative destruction with perios-
teal reaction, and soft tissue disease. 
On CT, the lesions are hypodense. The 
most sensitive, although relatively non-
specific, modality for detecting early 
disease is MR imaging, which shows 
T1-hypointense and T2-hyperintense 
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lesions.6,7 Serology tests can be helpful 
in suspected cases. A coccidioides com-
plement fixation titer that is high, par-
ticularly greater than 1:16, may indicate 
disease disseminated to the bone.8 Cul-
ture or tissue biopsy provides definitive 

diagnosis when endospore-containing 
spherules are observed. The initial treat-
ment of coccidioidomycosis is oral flu-
conazole or itraconazole.

Our patient had asymptomatic pul-
monary coccidioidomycosis (as proven 

on post-biopsy CT), which spread to 
involve his right elbow. Given his lack 
of pulmonary symptoms and immuno-
competence, primary bone malignancy 
was high on the differential diagno-
sis for his painful bony mass. Soft  

FIGURE 1. AP view of X-ray of right elbow 
demonstrated soft tissue edema with sur-
rounding calcification (red arrow) adjacent 
to the right medial epicondyle, likely within 
the common flexor tendon and concerning 
for epicondylitis.

FIGURE 3. (A) Axial T1-weighted MR demonstrated abnormal hypointense signal in the medial epicondyle (red arrow). (B) Axial postcontrast 
T1-weighted MR with fat saturation images showed enhancement in the medial epicondyle (red arrow) and the adjacent soft tissue (yellow 
arrow), concerning for osteomyelitis or primary bone lesion. There is also a fluid collection with peripheral enhancement within the enhancing 
soft tissue (white arrow), suggestive of an abscess.

FIGURE 2. Ultrasound of the right elbow demonstrating prominent lymph node with 
hyper-vascularity consistent with a reactive lymph node.
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tissue infection and osteomyelitis 
were of concern, particularly given 
the MRI findings; however, the nor-
mal ESR and CRP were more sugges-
tive of other etiologies. Ultimately, 
tissue biopsy revealed granulomatous 
inflammation with spherules consis-
tent with coccidioidomycosis. His 
coccidioides complement fixation titer 
was elevated (1:32), corroborating the 
diagnosis of disseminated disease. Our 
case illustrates how granulomatous 
diseases such as cocciodioidomycosis 
can mimic malignancy.2,9 Obtaining a 
good clinical history and maintaining 
a high suspicion for asymptomatic or 
disseminated coccidioidomycosis is 
important in patients who have resided 
or travelled in endemic areas.

CONCLUSION
Musculoskeletal coccidioidomyco-

sis is extremely rare but can occur in 

10-50% of patients with disseminated 
disease and could be mistaken for a 
neoplasm. Diagnosis and treatment of 
disseminated coccidioidomycosis are 
usually delayed in patients without 
pulmonary symptoms. It is important 
for clinicians to obtain good clinical 
history and have high suspicion for 
coccidioidomycosis for patients who 
have resided in or traveled to endemic 
areas.
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