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DISCUSSED CLINICAL CASES
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SUMMARY

Paracoccidioidomycosis is a systemic mycosis of great epidemiological importance in Brazil and has a
significant impact on rural workers, mainly in tropical and subtropical regions. The disease is transmitted
via inhalation of spores and can cause severe systemic manifestations. Ocular involvement is uncommon,
and the differential diagnosis includes a wide range of other diseases, which can make it difficult to
identify the condition. Treatment is with systemic antifungal agents, but the disease has a relapsing
course and progresses to fibrosis of the affected tissues. The present study aimed to report a case
of eyelid lesion caused by paracoccidioidomycosis that was initially misdiagnosed as chalazion. The
correct diagnosis was later confirmed using excisional biopsy.

RESUMO

A paracoccidioidomicose é uma micose sistémica de grande importancia epidemioldgica no Brasil e
possui grande impacto na populacao de trabalhadores rurais, principalmente de regides tropicais
e subtropicais. A doenca geralmente é transmitida pela inalacdo de esporos e pode trazer graves
manifestacoes sistémicas. O acometimento ocular é incomum e as lesdes fazem diagnostico diferencial
com uma ampla gama de outras patologias, o que pode dificultar a identificacdo da doenca. O
tratamento se da com antifingicos sistémicos, porém a doenga possui um caréater recidivante, cursando
com fibrose de tecidos acometidos. O presente artigo busca relatar um caso de lesdo palpebral por
paracoccidioidomicose que foi inicialmente confundido com calézio, cujo diagnéstico correto foi dado
posteriormente apos bidpsia excisional.

INTRODUCTION

subtropical regions, especially in Colombia, Venezue-
la, Argentina, and Brazil. The latter has the largest

Paracoccidioidomycosis was first described in Bra-
zil by Adolf Lutz in 1908 and is the most prevalent
systemic mycosis among immunocompetent patients
in Brazil'. It is caused by a dimorphic fungus, Para-
coccidioides brasiliensis, which occurs in the myce-
lium form (sporulating) at room temperature and in
the form of yeast at 35°C-37°C, its parasitic form, and
can be found in water, vegetation, and soil"**°. The
rural worker population is the most commonly affec-
ted, and the disease is more prevalent in tropical and
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endemic area of paracoccidioidomycosis in the world,
especially in the midwest, southeast, and southern
regions of the country'. The disease is associated
with smoking and alcoholism, but it is not usually
associated with immunosuppression like other sys-
temic mycoses?.

The disease is caused by the inhalation of spores,
which infect the respiratory tract and spread via the
lymphatic (more common) or hematogenous routes'*.
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However, the microorganism can also penetrate via
the oral, pharyngeal, and intestinal mucosa and by
inoculation into the skin, although this is much more
uncommon®®, This case report is about an eyelid le-
sion caused by paracoccidioidomycosis and includes
a brief discussion on it.

CASE REPORT

MDS, a 45-year-old man, a heavy machinery dri-
ver in the agricultural sector, visited the department
with a history of a lesion in the lower eyelid of the
left eye that was noted 1 month ago. The lesion had
a granulomatous appearance, without secretion or
bleeding, and the patient complained of a red eye as-
sociated with tearing and itching. He had a history of
diabetes mellitus but was not on hypoglycemic drugs.
He had been a smoker since the age of 12 and had
quit smoking 1 year ago due to the onset of dysp-
nea on exertion, which had not been investigated. He
denied other comorbidities or previous eye surgeries.
After a consultation with an ophthalmologist, he
was diagnosed with chalazion and started on gatiflo-
xacin 0.3%, dexamethasone 0.1%, and ciprofloxacin
ointment 3.5 mg/g with dexamethasone 1 mg/g. He
returned to the department after a month because his
condition did not improve and the lesion had progres-
sed to an ulcerated, friable appearance. The excision
of the lesion was then requested, and the material
was sent for pathological examination. The following
were the findings: pseudoepitheliomatous hyperpla-
sia associated with a moderate chronic lymphoplas-
macytic inflammatory infiltrate in the lamina pro-
pria, with several epithelioid granulomas permeated
by multinucleated giant cells containing some yeast
spherical structures with multiple buds in their cyto-

E2%,

Figure 1. Histological examination of the eyelid lesion. A and B: Staining with hematoxylin-eosin; C: Staining with Grocott's silver methenamine.
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plasm, which were highlighted with Grocott special
stain (Figure 1). Giemsa and Ziehl-Neelsen special
stains were negative, which favored the diagnosis of
paracoccidioidomycosis. The patient was then refer-
red to the infectious diseases department for follow-up
and treatment.

DISCUSSION

Paracoccidioidomycosis has a wide range of cli-
nical manifestations and can be divided into acute
and chronic forms. The acute form is more common
in young people, has no sex preference, and affects
the reticuloendothelial system, liver, and spleen. The
chronic form, which is more common in adults aged
20-40 years, has a preference for men (approximate-
ly 10:1) and is associated with pulmonary and mu-
cocutaneous manifestations in addition to those of
the reticuloendothelial system, liver, and spleen’*’.
It can affect any organ of the body but has a preferen-
ce for the lungs, lymph nodes, and mucocutaneous
region, with skin involvement being common in the
chronic form; in addition, ocular involvement is rare
and, when it occurs, is usually associated with syste-
mic disease®. In the case described above, only ocular
involvement was confirmed via biopsy. However, the
patient had systemic complaints, such as dyspnea,
which could be due to systemic infection by the fun-
gus®. In a case series involving 439 patients with pa-
racoccidioidomycosis, 67% of them had a skin lesion
but only 2.5% had eyelid involvement’. The most
affected areas are the eyelids (38%), like in the pre-
sent case, and the conjunctiva (12%), and these are
reported in 24% of the cases. The involvement of the
retina and uvea has also been reported, although to a
lesser extent, and, therefore, a complete ophthalmo-
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logic examination with funduscopy should always be
performed in these patients®®.

The disease may initially manifest as a hordeo-
lum or blepharitis; other differential diagnoses are
trachoma, sporotrichosis, lupus, tuberculosis, and
syphilis. In more advanced stages, the skin lesion
may be confused with a neoplasm (such as basal cell
carcinoma and squamous cell carcinoma)®*7°. The
ocular manifestation begins as a granulomatous le-
sion, close to the eyelid edge, with subsequent growth
and central ulceration and the appearance of fine
hemorrhagic points at the bottom, as well as thickened
and elevated edges. In this case, the patient did not
respond well to the initial therapy for chalazion and
presented the characteristic progress of palpebral pa-
racoccidioidomycosis, which contributed to the cli-
nical suspicion. Madarosis is often an early clinical
finding, whereas destruction of eyelid layers and eye-
lid coloboma are later findings'-*>%1°, There may also
be eyelid edema, tear duct destruction, hyperemia
or conjunctival granuloma, secondary infection, and
non-painful cervical, preauricular, or submandibular
lymphadenopathy'>'°, In addition, healed or inacti-
ve lesions can cause scarring changes in the eyelids
(such as ectropion, entropion, and fusion of the eyelid
with the globe). Thus, accurate diagnosis and early
treatment prevent progression to blindness or muti-
lating lesions’.

The gold standard in diagnosis is the visualiza-
tion of the fungus in the material collected from ul-
cers, secretions, crusts, or sputum via biopsy of the
lesion or culture on Sabouraud agar, blood agar, or
chocolate agar, with the visualization of its characte-
ristic rudder’s wheel appearance'3®. The fungus can
be visualized using hematoxylin—eosin staining, but
periodic acid Schiff and Grocott stains are extremely
useful for differentiating it from other granulomatous
diseases, such as tuberculosis and sarcoidosis. In tis-
sue samples, numerous giant cells are observed, some
containing fungi, which are large, oval, or round, dou-
ble-walled, and 5-15 w in diameter. In addition, there
may be areas of abscess with polymorphonuclear re-
action and focal areas with necrotic and caseous cen-
ters in the periphery of giant cells, macrophages, lym-
phocytes, fibroblasts, and collagen'.

Treatment involves the use of sulfamide and imi-
dazole derivatives and amphotericin B**°. The most
popular drug in Brazil is trimethoprim-sulfamethxa-
ozole, started at a dose of 2.4 g/480 mg for 6 months,
followed by a maintenance dose of 1.6 g/320 mg for
2-3 years. Itraconazole at a dose of 100 mg/day for
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1 year and ketoconazole at 200-40 mg/day for 1 year
are the other options, with amphotericin B reserved
for cases of resistance!?. Although treatment is effec-
tive, the disease has a chronic relapsing course and
the cure involves fibrosis of the affected tissues, which
may require surgical correction of scarring changes’””.
Mortality in severe conditions varies between 2% and
23%, reaching 30% in patients with AIDS. The most
common cause of death is respiratory complications
due to pulmonary fibrosis and chronic diseases of the
lower airways (bronchitis, chronic obstructive pulmo-
nary disease, and emphysema)’.

Despite being uncommon, paracoccidioidomyco-
sis should be considered in the list of differential
diagnoses of palpebral granulomatous lesions, main-
ly depending on the epidemiological profile and risk
factors of the evaluated patient. Thus, in view of its
potentially serious systemic implications, as well as
its locoregional sequelae, early diagnosis and treat-
ment can lower morbidity and mortality of the affec-
ted individuals.
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