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Skin lesions caused by sporotrichosis
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47-year-old, previously

healthy woman pre-

sented to our dermatol-
ogy clinic with a 3-month history
of multiple nodules on her left
hand and arm. She had first
noticed a single painless nodule
on her left forefinger at the site of
a mild puncture wound that had
occurred when she was planting
trees. She had been treated with
azithromycin, but the nodule had
not resolved. Further nodules had
developed, and when we exam-
ined her, she had multiple beaded
nodules on her left arm, from her
forefinger to the upper arm, some
of which had ulcerated (Figure 1A).
Lesion biopsy samples sent for fungal culture grew a glabrous
white mould. Microscopic examination showed slender, branching
septate hyphae and conidiophores (Figure 1B). Polymerase chain
reaction (PCR) confirmed Sporothrix schenckii, and we diag-
nosed sporotrichosis. We prescribed itraconazole 100 mg/d, and
the lesions resolved completely in 3 months.

Sporotrichosis is a mycosis caused by S. schenckii, a dimorphic
organism that is ubiquitous in soil. Humans are usually infected
by the fungus through traumatic inoculation during outdoor
activities.! In North America, sporotrichosis most often develops
in gardeners, especially those growing orchids and roses, though
occupational risks also include Christmas tree farming, hay
baling and masonry work.2 The most common clinical presenta-
tion is a lymphocutaneous pattern of nodules that develops via
proximal spread from the primary inoculation site through the
lymphatics.! The first lesion can be difficult to distinguish from a
common furuncle or boil caused by Staphylococcus aureus, but
failure to respond to antibacterial drugs, coupled with prolifera-
tion of lesions, should raise consideration of lymphocutaneous
sporotrichosis. Other conditions to consider on the differential
diagnosis include nocardiosis, atypical mycobacteriosis and
leishmaniasis, which can also present with inflammatory nodules
along lymphatic vessels.® Culture and PCR assay confirms the
diagnosis, and sporotrichosis can be managed with itraconazole,
potassium iodide, terbinafine and amphotericin B.*

arrangements.

Figure 1: Sporotrichosis in a 47-year-old woman. Photographs showing (A) rows of beaded nodules
spreading from the patient’s left forefinger to the upper arm, some of which are ulcerated and crusting,
and (B) a microscopic view with lactophenol cotton-blue stain. This view shows slender, branching sep-
tate hyphae and conidiophores with tapering tips surrounding pyriform conidia in flower-like
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