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Abstract
Paracoccidioidomycosis is the most prevalent systemic mycosis in Latin
America. It is a fungal infection caused by the dimorphic fungus Paracoccidioides brasiliensis. This microorganism can penetrate the human body
through direct contact and can cause intense lymphadenopathy, ulcerated lesions in the oral cavity and in the skin among other alterations. In this study,
we report a case of paracoccidioidomycosis with unusual clinical presentation,
as it manifested in the female sex and although it did not present any relevant
complaints of respiratory focus, it presented a single ulcerated lesion in the
buccal mucosa. A biopsy of the lesion and a mycological examination revealed
Paracoccidioides brasiliensis infection.
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1. Introduction
PCM has a geographical distribution restricted to Latin American countries,
with a higher incidence in Brazil, Venezuela and Colombia, and is more frequently diagnosed in the State of São Paulo [1] [2] [3].
Its actual incidence cannot be calculated because PCM is not a compulsory
notification disease, but in the endemic areas, it is believed that 3 cases per
100,000 inhabitants occur [4] [5].
The PCM infection does not privilege ethnicity or gender; Since the PCM dis-
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ease mainly affects male rural workers, in constant contact with the soil and vegetation, in the productive phase of their professional life, which implies an important economic repercussion for the patient and his dependents [6].
In addition, abusive alcohol consumption and smoking habits are constantly
observed in this population [7] [8]. Pre-existing risk factors or conditions are
considered and play an important role in the transformation from infection to
manifest disease, since they decrease host defense mechanisms with implications
for the quality of granuloma formation [9].
Contamination of the host occurs most frequently through the inhalation of
conidia and mycelial fragments, which reach the terminal bronchioles and pulmonary alveoli, where they become yeast cells, producing the infection that can
spread to other tissues via the lymphatic and hematogenous routes. The fungus
can also be installed on the skin and mucous membranes by traumatic inoculation [3] [10].
Subclinical infection occurs silently. Even in silence, this infection can subsequently lead to clinically manifest disease. The existence of reports of disease in
patients diagnosed outside recognized areas of endemicity, in good health after
leaving their countries of endemicity, indicates that the dormant fungus is able
to revitalize [11] [12].
Mycosis spreads and becomes progressive, when the host cannot contain the
fungal growth giving rise to several signs and symptoms [13].
The clinical manifestations are varied and therefore allowed the characterization
of two different clinical presentations, namely the acute/subacute or juvenile form
and the adult “progressive” or chronic form. The most aggressive manifestations
are recorded for the acute/subacute forms, whereas in patients with chronic form
the progression is slow and accompanied by residual scars. Patients with any progressive form of disease usually complain of fever and constitutional symptoms
such as malaise, adynamia, asthenia, weight loss and anorexia [14] [15] [16].
The acute/subacute (juvenile) form occurs in about 10% of cases, it is considered
pathology of the organs of the reticuloendothelial system. These become hypertrophic, generating, lymph node enlargement and hepatosplenomegaly. Usually,
there is no clinically apparent pulmonary involvement, but imaging studies have revealed pulmonary abnormalities in all cases [17] [18].
As already suggested by the name, it is a disease of young people and is diagnosed mainly in undernourished children and adults less than 30 years of age [19].
Cutaneous lesions are observed regularly in the juvenile form (43%) and are
located on the face, perioral, neck and trunk regions preferably. Such lesions are
ulcerated, nodular or vegetative; Skin lesions are papular or acneiform in widely
disseminated cases [13] [19] [20].
Other organs that can also be affected, with a lower frequency are stomach,
duodenum and intestines. Bone involvement is an important component of juvenile form and is observed in 45% of patients, with predominant lesions in the
upper limbs and ribs [13] [19] [20] [21].
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In patients coinfected with HIV who present the acute/subacute form, a rapid
progression of the disease occurs accompanied by fever, lymphatic involvement,
mucosal lesions and hepatosplenomegaly [7] [22] [23].
The adult chronic form is the most common presentation observed in approximately 90% of cases. The prevalence is patients from 35 to 60 years of age,
with predominance of male patients. In general, the disease appears to represent
endogenous reactivation occurring years after initial contact with the fungus, as
shown by diagnosed cases, United States, Europe, and Asia in patients who left
endemicity countries many years earlier [11] [12] [24].
Signs and symptoms take months to years to become apparent in this form of
disease; there is generally significant lung damage associated with extrapulmonary lesions. Image and scan studies have revealed that mycosis is a multiorgan
disease, regardless of the presence or absence of symptoms related to a particular
organ [15] [16] [24].
The treatment of the patient with Paracoccidioidomycosis depends on the severity of the disease and must include, besides the use of antifungal drugs, the
use of measures that improve the patient’s general conditions and post-therapeutic
follow-up. Intravenous Amphotericin B is usually indicated for the most severe
cases of the disease. Sulfonamide derivatives have been used since the 1940s to
treat infection, and such drugs are still used today in many situations [25].

2. Objective
The objective of this work is to present a clinical case, together with a literature
review, which reports the occurrence of a lesion in the buccal cavity of a patient
of 53 years of age caused by the fungus Paracoccidioides brasiliensis and the
management of this patient in the doctor’s office.

3. Methodology
Case report and bibliographic review.

4. Presentation of the Clinical Case
A 53-year-old female patient, a long-time smoker, from the rural region of Valença-RJ, Brazil. She presented to the Dermatology outpatient clinic of the Medical School at Luiz GioseffiJannuzzi, Valença, RJ School Hospital. It reported the
occurrence of mildly painful whitish oral lesions about two years ago, at which
time Fluconazole 150 mg (triazole antifungal) was used and observed improvement, however, the lesions returned after a time and the patient used the same
medication. In this way, the lesions began to become thicker and more painful,
which made it look for the Service of Dermatology, in which the histopathological examination was carried out, aiming at confirming the diagnosis.
In time, she reports dry cough and moderate dyspnoea to great efforts about 1
1/2 years ago. She’s been hypertensive for 10 years.
Physical examination showed: stained, hydrated, acyanotic, anicteric, with
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good capillary perfusion, afebrile, normal heart rate, eupneic, and normotensive.
Abdomen painless to deep palpation and absence of abdominal masses, area of
ulcer-granulomatous lesion was observed in the buccal mucosa, without gingival
inflammation (Figure 1).
The silver methenamine staining of Grocott-Gomori (or GMS) is a technique
for visualization of fungi in tissues fixed in formalin and included in paraffin. It
is a silver impregnation (methenamine-silver solution) that highlights the cell
wall of the fungi in colors ranging from yellow-gold to black, depending on the
time of impregnation. The surrounding tissue does not blush or appear pale, and
may be shrunk for better localization of the parasites in relation to the cells, as
shown in Figure 2, where Paracoccidioides brasiliensis fungal structures have
been revealed (Figure 2).
Histopathological examination revealed a chronic granulomatous inflammatory process, ulcerated, with round and occasionally crescent structures with a
double refractory wall compatible with paracoccidioidomycosis.
After the definitive diagnosis the patient was treated with Itraconazol 100 mg for
12 months, to obtain an adequate systemic treatment. Laboratory tests, abdominal

Figure 1. Ulcerated lesions on jugal mucosa.

Figure 2. Histopathology shows the presence of
fungal structures related to Paracoccidioides brasiliensis.
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ultrasonography, and chest tomography were requested and sent to the dental
surgeon to treat the patient’s dent/periodontal conditions.

5. Discussion
Although PCM is a well-known disease, there are reports of cases in which the
diagnosis is difficult.
This case is an attempt to evaluate a rigorous assessment of general health
conditions during the clinical examination, which is sometimes neglected by a
significant number of professionals [5].
The clinical presentation presented by the patient was not suggestive of the
infection caused by the P. brasiliensis fungus, which makes it difficult to diagnose it. In addition, the age group and because it is a question of being female
had relevance to make difficult the establishment of the clinical diagnosis. Clinical and epidemiological data, particularly in the presence of chronic lung disease
and/or chronic tegumentary lesions in patients with a history of agricultural
work, even if in the distant past, should alert the clinician to the possibility of
PCM. The possibility of involvement of the lung, bone lesions and other organs
makes it prudent to refer the patient to the physician for joint action in the case.
According to Boraks, complete healing is not always possible, but periods of remission of symptoms can last for years [26].

6. Conclusion
Early diagnosis of PCM is important since the therapy is able to reduce the morbidity and mortality of this disease. Therefore, even in regions of low incidence
of the disease, this should be remembered. The purpose of the above-mentioned
case report was to highlight the importance of anamnesis, the diagnosis and the
appropriate treatment of this serious pathology that can be fatal.
In addition, multidisciplinary management allows the adoption of the best
support measures to address the systemic changes associated with diseases, such
as malnutrition, associated comorbidities, as well as dental treatment, it should
be emphasized that follow-up for extended periods is mandatory.
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