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What is your diagnosis?
See the next page for your diagnosis.
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Figure 1. Vegetative and Exudative Lesion on the Right Upper Eyelid, with Erythema and Infiltration of the Upper and Lower Eyelids and Periocular Region. 

Figure 2. Large Yeasts with More Than One Bud (Silver staining, 100X).

A 60-year-old male, pottery worker, alcoholic and smoker patient presented to the Dermatology department due to a growing 
lesion in the right upper eyelid for about 6 months. He had already been treated with topical antibiotics without improvement. 
Upon examination, we observed an erythematous, vegetative and exudative plaque, with loss of right upper eyelid margin 
architecture and lower eyelid infiltration. Erythema and periocular infiltration were also observed (Figure 1).
Histopathologic study demonstrated presence of chronic suppurative inflammation associated with giant cells, epithelial 
pseudoepitheliomatous hyperplasia and suppurative foci. Silver staining showed large yeasts with more than one bud (Figure 2). 
A systemic investigation demonstrated lung involvement with moderate inflammatory infiltration on radiographs.
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Paracoccidioidomycosis

Paracoccidioidomycosis is caused by the thermodimorphic 
fungus Paracoccidioides brasiliensis. Its main route of 
transmission is by inhaling the spores and consequent 
hematogenous dissemination to other organs. However, 
contiguous lesions and direct inoculation can also occur.1-3 
In the lung tissue, the fungus multiplies and the infectious 
focus may regress or remain latent for a period of up to 
60 years, depending on the host’s cellular response. In 
individuals with a predominant Th1 response, it results 
in the formation of granulomas and control of fungal 
replication, although latent forms may remain viable. 
In patients with deficient Th1 response, there is no 
granuloma formation and an evolution to more severe 
clinical forms can occur.1,2,4 Gardening, soil preparation, 
and, mainly, agriculture are activities at greater risk of 
infection due to contact with contaminated soil.2,5

Paracoccidioidomycosis is divided into three different 
clinical forms: subclinical infection; disease, which 
comprise the acute/subacute (juvenile) and chronic 
(adult) forms; and the residual form (sequelae).1,2 
The acute/subacute form mainly affects children and 
young adults and presents with rapid evolution and 
dissemination to the reticuloendothelial system, with 
involvement of multiple organs. Patients may present with 
lymphadenomegaly, hepatosplenomegaly, skin, mucous 
and osteoarticular lesions, gastrointestinal and, rarely, 
pulmonary involvement. The chronic form, on the other 
hand, represents 74%–96% of the cases, typically presents 
in adults and is more prevalent in males.2,4,6 Pulmonary 
involvement is present in 90% of these patients and oral 
mucosal and skin lesions are also frequent.2,5

Oculo-palpebral involvement is rare, occurs mainly 
due to hematogenous dissemination and can vary from 
madarosis to destructive ulcers indistinguishable from 
neoplasms.1,3,5 It usually presents as granulomatous 
ulcerated lesions with hemorrhagic fundus in the eyelids, 
and can affect the tear ducts, in addition to eyelid edema, 
hyperemia and infiltration.5

The gold standard for diagnosis is visualization of the 
fungus by direct examination, specific stains such as 
periodic acid-Schiff (PAS) and Grocott on histopathological 
exam, or even by culture.1,3,4 The presence of multiple buds 
in a “ship’s wheel” appearance is pathognomonic.3 

Treatment is based on the severity of the disease. For 
mild or moderate forms, itraconazole is the first choice; 
other options are sulfamethoxazole-trimethoprim and 
voriconazole. For severe cases, intravenous amphotericin 
B is recommended.1,2,6 Our patient was treated with 200 
mg itraconazole per day, with a significant improvement 
in the first month (Figure 3).
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Figure 3. Improvement of Lesions in the Right Eyelid after Treatment, 
Remaining Only with Conjunctival Hyperemia and Mild Periocular 
Erythema.
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