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Abstract

Paracoccidioidomycosis is a systemic disease caused by the dimorphic fungus Paracoccidioides genus: P. brasiliensis and 
P. lutzii. Although endemic to South and Central America, it can be found anywhere in the world. Its most frequent form 
of presentation is the chronic one after endogenous reactivation of a primary focus acquired in endemic areas. These focus 
almost always have a spontaneous resolution. It is a disease that presents a certain tropism for the lung and integument (skin 
and mucous tissue), with frequent involvement of the lungs, lymph nodes, oral cavity, pharynx and larynx. However, endo-
bronchial involvement is rarely reported in the literature. A case of Paracoccidioidomycosis with direct observation evidence 
of endobronchial involvement is described. Paracoccidioidomycosis lesions often heal with tissue fibrosis, which may leave 
some important sequelae. The knowledge, disclosure and monitoring of this kind of injury is important for the better evolu-
tion of these patients.
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Introduction

	 Paracoccidioidomycosis (PCM) is a systemic disease 
caused by the dimorphic fungus Paracoccidioides genus (P. 
brasiliensis and P. lutzii) usually characterized by a granuloma-
tous process of chronic evolution. Primary infection is normally 
self-limited in the immunocompetent host [1], usually with no 
symptomatology.  A Chronic disease manifests itself by endoge-
nous reactivation, only affecting the lungs or together with oth-
er organs, like the oral cavity, the pharynx, the larynx, the skin, 
adrenals, and the lymph nodes [1]. The view of endobronchial 
injury is rarely reported in the literature [2-4], unlike obstructive 
pulmonary functional impairment that is often related in this 
disease [5,6].

Methodology

	 The authors describe the entire evolution of an adult 
male patient with Endobronchial Paracoccidioidomycosis from 
the diagnosis to the treatment evolution. They also comment 
some aspects of the literature and the importance of this presen-
tation. 

Case Report

	 A fifty-three-year-old Brazilian rural working man pre-
sented cough with mucoid sputum, progressive dyspnea, weigh 
loss (4kg), and low fever (37,3ºC) in September, 2012. He was a 
heavy smoker (60 cigarettes a day for 30 years) with no comor-
bidities. Physical examination, blood count, and initial laborato-

rial biochemistry exploration were normal, except for a Reactive 
C protein (40mg/L – normal range less than 8mg/L) and ESR 
(50mm/h – normal range 0-15mm/h). Spirometry was normal. 
Mantoux, Human Immunodeficiency Virus (HIV) test, smear 
acid fast bacilli and direct fungal investigation were negative. The 
thorax high resolution computed tomography (HRCT) showed a 
predominant centrilobular nodular pattern with a scarse reticula-
tion in the upper zones, some ground glasses in the middle zones, 
and one cavitated and other lobulated nodule in the right upper 
lobe (RUL - Figure 1-A).  A Fiber optic bronchoscopy showed 
crusty white lesion with edema and mucosal irregularity in the 
subglottic region, right main bronchus (RMB), right upper lobe 
bronchus (RULB), and intermediate bronchus (IB), with reduc-
tion of their lumens (Figure 1-B). Bronchoalveolar lavage (BAL) 
was negative for acid fast bacilli, fungus and neoplastic cells. RMB 
lesion biopsy showed granulomatous infiltration with necrosis, 
Langhan’s giant cells, and numerous fungus structures compat-
ible with Paracoccidioides brasiliensis (Figure1-C). Serology was 
positive for PCM (immunodiffusion) and histoplasmose (Elisa). 
BAL cultures were negative for M. tuberculosis and fungus.

	 He stopped smoking, and started on sulfamethoxazole/
trimethoprim (160/80mg) for 3 months switching to itracon-
azole 200mg once a day for 6 months with a very good clinical 
improvement. New fiber optic bronchoscopy showed regression 
of the endo bronchial lesions, leaving some 25% reduction of the 
lumen specially in the RULB making impossible the passage of 
the fiber bronchoscope (Figure 1-D).

Figure 1: Images of HRCT (A), bronchoscopy (B and D) and histopathology (C) 

A) HRCT showing a predominant centrilobular nodulation with a scarse reticulation in the upper zones, some ground glass in the middle 
zones, and one cavitated and other lobulated nodule in the RUL; B) Crusty white lesion with edema and mucosal irregularity in the sub-
glottic region, RMB, RULB, and IB, with reduction of their lumens; C) RMB lesion biopsy (H&E and Grocott-Gomori) showing granulo-
matous infiltration with necrosis, Langham’s giant cells and numerous fungus structures with a pilot wheel and Mickey mouse appearance 
(arrows); D) Regression of the endo bronchial lesions leaving some 25% reduction of the lumen specially in the RULB
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Discussion

	 Paracoccidioidomycosis is caused by a thermally di-
morphic fungi of the genus Paracoccidioides. It is a systemic en-
demic mycotic disease with a geographic distribution limited to 
Central and South America, although it may occur in any part of 
the world. The most common form of the disease is the chronic 
one which represents reactivation of the primary infection only 
affecting the lungs or together with other organs.

	 Smoking increases the chance of PCM and it is often 
associated with the disease. Unlike other mycoses, PCM usually 
affects the immunocompetent host [6]. The clinical-epidemio-
logical appearance of PCM can be bewildered with tuberculosis, 
and also in up to   20% of cases both diseases can coexist [7]. 
This was not observed in this patient, who presented a negative 
Mantoux test, a negative acid fast bacilli smear, and a negative 
tuberculosis culture.

	 In Brazil there is no exact data of incidence and preva-
lence of pulmonary mycoses [1,6]. All mycoses can affect several 
organs and systems, although the endobronchial involvement is 
not so frequently. The most common agents causing endobron-
chial involvement are Aspergillus spp, Coccidioidis immitis, agents 
of zigomycosis, Candida spp, Cryptococcus neoformans, and His-
toplasma capsulatum []. Laryngeal lesions are frequent in PCM 
with difficult macroscopic differentiation from tuberculosis and 
neoplasm [1]. On the other hand, neoplasm and tuberculosis 
have usual endobronchial involvement differing from PCM that 
has rare records in the literature [2-4,8,9]. The bronchoscopy le-
sions visualized in this patient were striking and unusual, some-
what different from those found in endobronchial tuberculosis 
and neoplasias [9].

	 The clinic-epidemiological picture of the patient and 
the fungal morphological pilot wheel and Mickey mouse tissue 
aspect allowed the diagnosis of PCM [1,6,7] (Figure1C). The 
positive histoplasma serology represented a cross reaction widely 
known in literature10. The patient has stopped smoking since that 
time and nowadays he is completely asymptomatic. He initiated 
sulfamethoxazole, but after three months it was no more dispos-
able in the free federal service, when he changed to itraconazole 
till complete nine months of treatment as recommended for mild 
to moderate Paracoccidioidomycosis [6]. 

	 The chronic granulomatous process generated by PCM 
can lead to fibrosis of the affected tissues, including the lung 
in about 50% of cases. A smaller percentage of cases evolves to 

COPD and its implications [6,7]. As there is no active search 
for endobronchial injuries, the possibility of these injuries be-
ing the cause of the described sequels, can be raised. In addition, 
treatment-induced scar repair can lead to sequelae, the most 
common of which are pearly white atrophic scars, microtomy, 
laryngeal narrowing, chronic obstructive pulmonary disease and 
pulmonary fibrosis [1,6,7]. It is important to recognize the pos-
sibility of endobronchial involvement in PCM and its role in the 
prognosis of this illness, since it can contribute to healing inju-
ries that determine bronchial strictures and severe impairment 
of the patient’s quality of life and sometimes may need corrective 
intervention. Thus, a virtual bronchoscopy and even an invasive 
investigation of these patients should be considered for better 
management and monitoring.

	 This case is important to document one of the different 
possible externalizations of the PCM with relevance to the prog-
nosis.
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