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INTRODUCTION
The differential diagnosis of cutaneous ulcers is

broad, including infection, neoplasm, vascular
disease, trauma, and inflammatory processes
such as pyoderma gangrenosum. Nodulo-ulcerative
lesions on an extremity are a common presentation
of sporotrichosis, an infection with a saprophytic
dimorphic fungus. A high index of suspicion for
infection is required when chronic ulcers do not
respond to treatment.
Fig 1. Cutaneous sporotrichosis mimicking pyoderma
gangrenosum. At presentation, the left upper arm showed
linearly arranged irregularly bordered, superficial ulcers
with surrounding ill-defined erythematous-violaceous
papules.
CASE REPORT
A 57-year-old woman with obesity and asthma

presented with a 10-month history of 3 enlarging,
painful ulcers on the left upper arm. Initially she
noticed an erythematous nodule overlying the left
elbow, attributed to an arthropod bite at a county
fair. This nodule became exquisitely painful, with
eventual ulceration and purulent drainage.
Minocycline led to mild improvement initially, but
the lesion then progressed. Incisional biopsy per-
formed at an external institution found changes
interpreted as an epidermoid cyst with granuloma-
tous reaction. The ulceration continued to expand
after biopsy, and 2 additional nodulo-ulcerative
lesions developed proximally. The patient was
treated with intravenous levofloxacin, ceftriaxone,
andmethylprednisolone for a presumed diagnosis of
pyoderma gangrenosum with secondary infection.
There was no improvement, and incision and
drainage of the site led to further ulcer progression,
prompting the patient to seek a second opinion. At
presentation to our institution, the patient was taking
penicillin, 500 mg 4 times daily, and prednisone,
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60 mg daily, and was applying clobetasol ointment
daily to wound edges. She complained of subjective
fevers, chills, and fatigue. Physical examination of
the left upper arm found 3 tender, irregularly shaped
superficial ulcers in a linear distribution, each lesion
1.3 to 8.5 cm in diameter, with central granulation
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Fig 2. Cutaneous sporotrichosis, histopathologic evaluation. A, Small aggregates of neutrophils
with karyorrhectic debris surrounded by granulomatous and lymphoplasmacellular inflamma-
tion. B, Round-to-oval fungal spores approximately 4 to 6 �m in size. (A, Hematoxylin-eosin
stain; B, Gomori methenamine silver stain; original magnifications: A, 3200; B, 3600.)

JAAD CASE REPORTS

NOVEMBER 2017
520 Charles et al
tissue and undermined edges (Fig 1). There were a
few surrounding ill-defined smaller violaceous pap-
ules adjacent to the ulcers. There was no lymphade-
nopathy. Two 4-mm punch biopsy specimens were
obtained from the border of the most proximal
ulcerated lesion for routine histopathologic evalua-
tion and tissue cultures for bacteria, fungi, and
atypical mycobacteria.

The biopsy findings showed diffuse suppurative
and granulomatous inflammation in the dermis.
Gomori methenamine silver stain for fungal ele-
ments highlighted rare fungal spores approximately
4 to 6 �m in size (Fig 2, A and B). Special stains for
bacteria and acid-fast bacilli were negative. Deep
tissue culture grew Sporothrix schenckii, confirming
a diagnosis of cutaneous sporotrichosis.

Treatment with itraconazole, 200 mg/d orally, was
initiated for 3 months. Slow improvement in lesion
size, pain, and systemic symptoms was noted. Upon
evaluation, the itraconazole level was found to be
subtherapeutic. The dosage was increased to 200 mg
orally twice daily. Our patient continues to improve.

DISCUSSION
Sporotrichosis is a chronic granulomatous infec-

tion caused by the saprophytic dimorphic fungus
S schenckii, present as a mold in environmental
sources such as soil, plant debris, hay, and
sphagnum moss.1,2 It is uncommon in the United
States, but sporotrichosis is endemic in tropical and
subtropical regions and can be found worldwide.
Sporotrichosis has been referred to as rose
gardener’s disease because of its prevalence on
rose bushes. There have also been cases of zoonotic
transmission, including cases transmitted through
scratches and bites from infected cats, particularly in
Brazil.3,4 Traumatic inoculation or contamination of
a preexisting wound by the mold form, which
converts in the host to a yeast form, leads to
cutaneous infection.2 Occupational and recreational
exposure can occur through activities such as
gardening, forestry, or caring for infected animals.4

In our patient’s case, there was no history of activities
such as gardening nor any certain trauma.

Clinically, sporotrichosis typically manifests as a
lymphocutaneous eruption, beginning as a papule or
nodule that develops often within days at the site of
inoculation. Progressive nodulo-ulcerative lesions
following the underlying lymphatics then arise prox-
imally, as illustrated by our patient. Often, an affected
patient can identify the source of inoculation.
Extracutaneous involvement is rare but can occur.
The lungs may become involved through inhalation
of organisms, and joints and rarely other organs may
become infected through hematogenous spread.2

Disseminated involvement has been described,
particularly in the setting of HIV5 and also in the
setting of iatrogenic immunosuppression.6

The differential diagnosis of cutaneous ulcers is
broad, including infection, neoplasm, vascular dis-
ease, trauma, and inflammatory processes such as
pyoderma gangrenosum. A high level of clinical
suspicion for infection is required when treating any
ulcer, particularly one that fails to respond to initial
treatment approaches. A sporotrichoid or progres-
sive distal-to-proximal distribution of subcutaneous
nodules suggests lymphangitic spread and should
increase the clinical suspicion for an infectious
etiology.7 Appropriate evaluation includes biopsies
for both histopathologic evaluation and tissue cul-
ture. Histologic features are fairly nonspecific
although typically suggest infection with a suppura-
tive or granulomatous infiltrate. The organisms may
be difficult to identify in tissue and are often very few
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in number. Oval or elongated cigar-shaped yeast
cells, 2 to 6 �m in diameter, are characteristic.2 In
immunosuppressed patients, organisms may be
more numerous. In our patient’s case, there may
have been an element of iatrogenic immunosup-
pression given the initial presumptive diagnosis and
treatment for pyoderma gangrenosum.8 Tissue cul-
ture on Sabouraud dextrose agar is the gold standard
for diagnosis9; growth typically occurs within 5 days
but can take weeks, and colonies are cream colored
and can darken over time.

Timely treatment is essential to prevent chronicity
and morbidity. The treatment of choice is itracona-
zole, 200 mg/d orally, typically for 3 to 6 months.
Treatment should be continued for 2 to 4 weeks after
the lesions have healed. This regimen leads to
resolution in most lymphocutaneous cases.10

Cutaneous sporotrichosis should be considered
in the differential diagnosis of cutaneous ulcers,
particularly if unresponsive to first-line therapies.
Biopsy for tissue culture is the gold standard for
diagnosis. Accurate and timely diagnosis will
spare patient morbidity, including inappropriate
immunosuppression.

The authors thank Harrold Carter for his clinical
photography expertise.
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