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RELATO DE CASO

Anal paracoccidioidomycosis. An unusual presentation
of disseminated disease

Paracoccidioidomicose anal. Apresentação pouco comum de uma doença disseminada

René Aloisio da Costa Vieira1 3, Ademar Lopes2, Henrique Vilela Oliveira3, Otávio Monteiro Becker Júnior3,
 Danillo Stanzani Júnior3, Abaete Leite do Carmo4 and Moacir de Ribeiro de Castro Junior5

Abstract We report a patient with an unusual anal ulceration. The biopsy of an anal lesion and subsequent
studies revealed a disseminated form of paracoccidioidomycosis, observed in the lungs, small and large bowel.
The anorectal disease frequently represents a secondary site of disease, and the patient must be better evaluated.
Key-words: Paracoccidioidomycosis. Paracoccidioides brasiliensis. Anorectal disease. South American
Blastomycosis.

Resumo Relatamos um paciente com uma lesão anal incomum. A biópsia da ulceração anal e estudos
subsequentes, revelaram a forma disseminada da paracoccidioidomicose presente no pulmão, intestino delgado
e grosso. A doença anorretal freqüentemente representa um sítio secundário da doença, devendo o paciente
ser melhor avaliado.
Palavras-chaves: Paracoccidioidomicose. Paracoccidioides brasiliensis. Doença anorretal. Blastomicose sul
Americana.
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Paracoccidioidomycosis (PM) is a fungal infection
caused by Paracoccidioides brasililiensis11 14. The main
portal of entry is the lung. Hematogenous dissemination
of the fungus may occur at this time, with the
establishment of metastatic foci in any organ. The lungs
are the main organs involved, present in 42 to 89.4% of

the cases. Intestinal involvement ranges from 2.7 to
28.4%; and anal lesions are present only in 1.3 to 2.4%
of the patients11 14. The pathogenesis of anal lesions
remains unclear14. It may be secondary from a systemic
disease or a local disease. We report a case of systemic
PM, initially evaluated because of an anal ulceration.

CASE REPORT

A sixty-year-old male patient, from Minas Gerais,
Brazil, with a history of perianal nodulation for two years,
initially painless, which coursed into local abscess and
spontaneous drainage, developing into a painful, plane
ulcerated lesion, presenting purulent secretion. He did
not present any change in bowel habits, neither
abdominal colic, bleeding, pain nor abdominal tumor.
Seven months previous to the evaluation, he started
showing dysphonia, weight loss and, two months prior
to the examination, he had sporadic coughing,
progressive dyspnea with no expectoration.

  Anal inspection revealed a plane ulcerated lesion
with regular borders with granulation tissue and fibrinous
exudate, damaging the anterior and right perianal skin,

spreading the pectineal line (Figure 1). Digital examination
revealed sphincteral hypotony and absence of peripheral
adenopathy. Because of the unusual appearance of this
lesion superficial biopsies were taken at the time of the
initial examination. Biopsy showed P. brasiliensis in a
granulomatous chronic inflammatory process.

Chest X-Ray showed pulmonary diffuse infiltrate
(Figure 2A). The chest tomography (CT) showed bilateral
interstitial reticulonodular infiltrate, with small cavities,
mainly in the medium third and the base of both lungs
(Figure 2B). The abdominal CT did not show any lesion.
Endoscopy showed an epiglottic edema, with absence
of esophageal, gastric or duodenal lesion. The small
bowel transit time was markedly prolonged, and showed
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bowel i r regular i ty in the jejunoi leal  region.
Colonoscopy showed in transverse colon a 5 mm
plane ulceration with erythema, surrounded by a white
border (Figure 3A); and in the splenic flexure an
edematized r ing-shaped ulcerated lesion, with
elevated borders, and precise limits, covered by fibrin

Figure 1 - Anal lesion caused by Plasmodium brasiliensis.

Figure 3B - Colonoscopy. Lower: granulomatous
circumferential lesion in the descendent colon.

(Figure 3B). The splenic angle biopsy showed colonic
PM. Serology by immunodiffusion technique was
positive in the titration 1/8. The patient initiate
treatment with sulfadiazine 2g/d for 12 months. In a
month all signals and symptoms disappeared, with
complete regression of anal lesion.

Figure 2A - Pulmonary disease. Upper: conventional radiology.
Figure 2B - Pulmonary disease. Lower: thorax tomography.

Figure 3A - Colonoscopy. Upper: plane ulcerated
lesion, in transverse colon.
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DISCUSSION

Paracoccidioidomycosis is an endemic disease
in Central and South America. Anal PM is a rare
manifestation, with few reports in current literature, all
of them in the Portuguese language4 5 16.

The pathogenesis of anal manifestations is unknown,
there being controversies whether it is a secondary or
primary lesion, because insufficient information in current
literature13. The first hypothesis is based on the reports
of the pulmonary disease in most of the patients with the
anal form therefore, the anal manifestation would be a
secondary form of the disease5 16. The second hypothesis
is based on the report of anal hygiene with the use of
wild leaves5, however, it seems hardly probable due to
the lack of systemic research in previous reports4.

If we assume that infection by P. brasiliensis occurs
through the respiratory route, it is from the lung and from
the mediastinal lymph nodes that dissemination to the
intestine occurs, through hematogenic or lymphatic
routes14. Another route might be the intestinal tract, due
to the presence of the disease in the small intestine and
in the colon, in spite of the absence of lesions in the upper
digestive tract9. The anal disease can not justify a
disseminated disease.

In the present case, the authors observed that in
spite of the first symptom being directly related to the
anorectal region, the main dissemination focus of the
disease was pulmonary, justified by the patient’s
progressive dyspnea and radiological results. The
absence of the oral and esophagus-gastric disease and
the absence of abdominal adenomegaly suggest a
systemic disease possibly with hematogenic
dissemination, secondary to a pulmonary primary
infection. In spite of above information we conclude that
the anal ulceration is part of a disseminated disease
and this case can be classified as a chronic multifocal
form of Paracoccidioidomycosis 8.

Anal PM lesion is characterized by an ulcerated
lesion, with hardened plane or elevated borders, with a

granulomatous background, painful, associated or not
to purulent or sanguinolent secretion which affects
frequently the anal hemi-circumference4 5 16. The
differential diagnosis should include the granulomatous
lesion such as tuberculosis, Crohn’s disease, venereal
lymphogranuloma, sarcoidosis, amebiasis,
actinomycosis and pyogenic granuloma4 5 16.

The colonoscopic results vary from the colonic diffuse
manifestation, with ulcerated granulomatous lesions in a
continuous or non-continuous manner or areas of
associated stenosis to plane ulceration with irregular
borders, rigid and friable mucosa1 6. Our report adds the
identification of plane ulcerated lesion with small
dimensions which is associated with another
circumferential lesion, non-stenosing, ulcerated and
covered by fibrin. The colonoscopy results are possibly
underestimated, since there is no systematic evaluation
in the absence of a specific symptom. The differential
diagnosis should include unspecific ulcerative rectocolitis,
and in the segmentary form, Crohn’s disease, intestinal
tuberculosis and colorectal neoplasia1 2 6.

In recent years, knowledge of the natural history of
South-American Blastomycosis and increased
therapeutic arsenal has enabled a reduction in the
diagnosis of the extension of the disease by means of
autopsies14 15, coupled with an increase in diagnosis
through image examinations. The gastrointestinal
manifestations initially described through radiological
exams2 3 7 10 12 13 15, have being replaced by endoscopic9,
colonoscopic1 6 and tomographic examinations2 12;
however, due to the small number of patients presenting
anorectal disease, the absence of systematic evaluation
of systemic disease has limited an understanding of the
dissemination of anorectal disease.

This case emphasizes the fact that the anal
manifestation of the disease is secondary and not
primary, and those patients with anal PM should be
better evaluated.
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