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CASE FOR DIAGNOSIS

[Translated article]
Paracoccidioidomycosis: ‘‘Tapir
Mouth’’

Paracoccidioidomicosis:  «boca de tapir»

Case presentation

Q2

A  49-year-old  Bolivian  man,  with  no  relevant  personal  medi-
cal  history,  presented  with  a >8-month  history  of  oral
lesions.  On  physical  examination,  he  exhibited  macrocheilia
and  multiple  painful  ulcers,  with  hemorrhagic  punctate  on
their  surface,  affecting  the  oral  and  labial  mucosa  (Fig.  1A).
Presumptive  diagnoses  included  paracoccidioidomycosis,
periorificial  tuberculosis,  mucocutaneous  leishmaniasis,  and
chronic  disseminated  histoplasmosis.  Direct  examination
revealed  yeasts  with  multiple  peripheral  budding  in a ‘‘pilot
wheel’’  pattern  (Fig.  1B). Histopathological  study  showed
a  chronic  granulomatous  inflammatory  process  with  mult-
inucleated  giant  cells.  PAS  and Grocott  stains  turned  out
positive  for  yeast-like  elements  with  the  same  morphol-
ogy  as  seen  in the  direct  examination  (Fig.  1C).  A  chest
computed  tomography  scan  revealed  subpleural  micronodu-
lar  images  with  a  bilateral  centrilobular  distribution  and
ground-glass  pattern.  Serologies  and  cultures  were positive
for  Paracoccidioides  brasiliensis.
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Figure  1

What is your  diagnosis?
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Diagnosis

Multifocal  chronic  paracoccidioidomycosis.

Comments

Based  on  the results  of  the  direct  observation,  serolo-
gies,  mycological  culture,  histopathology,  and  pulmonary
involvement,  a  diagnosis  of  multifocal  chronic  paracoccid-
ioidomycosis  was  established.  Itraconazole  200  mg/day  was
administered  for  12  months, leading  to  complete  remission
of  the  mucocutaneous  lesions.

Paracoccidioidomycosis  is  a  fungal  disease  endemic  to
Latin  American  countries.  Its  etiological  agent  is  the  dimor-
phic  fungus  of  the  genus  Paracoccidioides,  and  it can
progress  to a  systemic  granulomatous  disease  with  visceral
involvement.1---4 Natural  infection  occurs  in both  humans  and
animals  and is  acquired  via  the  respiratory  tract after  inhal-
ing  airborne  fungal  conidia.1---3

Paracoccidioidomycosis  manifests  in 2 main  clinical  forms
that  are  epidemiologically  distinct.  The  acute/subacute
form  commonly  affects  children  and  young  adults,  present-
ing  with  ulcerated  acneiform  papules  and  scrofuloderma-
like  lesions,  with  a  disseminated  distribution.  The  chronic
form  is  more  common  among  adult men  and  manifests  with
lesions  in  the  oral  mucosa,  respiratory  tract,  and  lungs.  This
form  of  the  disease  appears  months  or  years  after  infection
and  has  been  associated  with  certain  risk  factors.  How-
ever,  our  patient  did not  present  any  of  them.  Clinically,
it  can  manifest  as  painful  ulcers  with  a granulomatous  base
and  bleeding  points  on  their  surface,  known  as  moriform
stomatitis,  and infiltration  of  the lips  giving them  a  ‘‘tapir
mouth’’  appearance.1---4

We  must  differentiate  this  entity  from  other  diseases
affecting  the  oral mucosa.  The  main  differential  diagno-
sis  is  squamous  cell carcinoma,  which  is  characterized  by
dysplasia  and  atypical  mitoses  on  histopathological  study.
Mucocutaneous  leishmaniasis  and  syphilis  should  also  be con-
sidered.  When  there  is  pulmonary  involvement,  other  causes
of  chronic  granulomatous  infections  common  in Latin  Amer-
ica, such  as  tuberculosis  and histoplasmosis,  should  be ruled
out.  Usually,  the differential  diagnosis  is  achieved  through
direct  examination,  culture,  and PCR.1,5

Direct  observation  reveals  large  yeasts  (4---40  �m)  with
a characteristic  morphology  of  multiple  budding  around
the  mother cell.  This  allows  for  early  initiation  of  treat-
ment  while  awaiting  culture  results.  Biopsy  frequently  shows
epidermal  ulceration  or  pseudoepitheliomatous  hyperplasia
with  a granulomatous  inflammatory  infiltrate  in  the dermis.
PAS  and Grocott  stains  allow  visualization  of  double-walled
yeasts  arranged  in a ‘‘pilot  wheel’’  pattern.1---4

Treatment  for  mild  and moderate  forms  involves  a 12-
month  regimen  of  itraconazole  at a dose  of  200  mg/day
orally.  In  cases  of  severe  or  disseminated  infection,  lipo-
somal  amphotericin  B is  used  at a  dose  of 3---5  mg/kg/day  IV
for  2---4 weeks,  followed  by  oral  itraconazole.1

Conflicts  of  interest

The  authors  declare  no  conflict  of  interest.

References

1. Olivares S,  Dauría F,  Ramallo C, Gómez MA, Teberob-
sky MV, Maradeo MR. Paracoccidioidomicosis. Educandonos.
2021;7:22---30.

2. Mariaca Flórez CJ, Cardona Castro N.  Paracoc-
cidioidomicosis. Medicina UPB. 2015;34:126---37,
http://dx.doi.org/10.18566/%20medupb.v34n2.a05.

3. Canteros C. Paracoccidioidomicosis: crónica de una  enfermedad
olvidada. Medicina (B Aires). 2018;78:180---4.

4. Di Martino Ortiz B, Rodríguez-Oviedo ML, Rodríguez-Masi M. Para-
coccidioidomicosis crónica multifocal de tipo adulto en paciente
inmunocompetente. Actas Dermosifiliogr. 2012;103:645---6,
http://dx.doi.org/10.1016/j.ad.2011.09.008.

5. Osorio-Cock LM, Jaramillo-Pulgarín SC, Ferrín-Bastidas AP,
Molina-Colorado DY, Gómez-Guzmán ÓM, Zuluaga A, et  al.
Hiperplasia pseudoepiteliomatosa: carcinoma escamo-
celular versus paracoccidioidomicosis oral, un caso con
mirada dermatológica. Biomedica. 2023;43 Suppl. 1:69---76,
http://dx.doi.org/10.7705/biomedica.6899.

V.M.  Pieretti ∗,  M.M.  Delgado  Molina,  M.  Agriello Q1

Hospital  Interzonal  General  de Agudos  General  José de

San  Martín,  La  Plata,  Buenos  Aires,  Argentina

∗ Corresponding  author.
E-mail  address:  vpieretti@med.unlp.edu.ar  (V.M.  Pieretti).

2

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

61

62

63

64

65

66

67

68

69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88

89

90

91

92

93

94

95

96

97

98

99

100

101

dx.doi.org/10.18566/%20medupb.v34n2.a05
dx.doi.org/10.1016/j.ad.2011.09.008
dx.doi.org/10.7705/biomedica.6899
https://orcid.org/0009-0005-6506-3509
mailto:vpieretti@med.unlp.edu.ar

	[Translated article] Paracoccidioidomycosis: “Tapir Mouth”
	Case presentation
	Diagnosis
	Comments
	Conflicts of interest

	References

