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ABSTRACT 
Sporotrichosis is a fungal infection caused by Sporothrix schenckii.  It occurs worldwide especially in tropical 

and subtropical areas. It manifests as lymphocutaneous skin, fixed cutaneous or disseminated lesion follow-

ing exposure to contaminated source like animals, plants, or abiotic components. We report a case of a 75-

year-old lady with right foot ulcerative nodule which was refractory to repeated antibacterial treatment, and 

cultures were all negative including mycobacterium and fungus. Skin punch biopsy was also negative for 

granuloma or malignancy. Based on the history, physical examination and investigation findings, a clinical 

suspicion of lymphocutaneous sporotrichosis was made. The patient was started on an empirical course of 

itraconazole 200mg od. The lesions responded well with 12 weeks of treatment. As clinicians we are occa-

sionally faced with cases where investigations may not yield results that are helpful towards making a diag-

nosis and in such situations, we may need to start empirical treatment based on our best judgement. 
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ABSTRACT 
Sporotrichosis is a fungal infection caused by Sporothrix schenckii. It occurs worldwide especially 

in tropical and subtropical areas. It manifests as lymphocutaneous skin, fixed cutaneous or dis-

seminated lesion following exposure to contaminated source like animals, plants, or abiotic com-

ponents. We report a case of a 75-year-old lady with right foot ulcerative nodule which was re-

fractory to repeated antibacterial treatment, and cultures were all negative including mycobacte-

rium and fungus. Skin punch biopsy was also negative for granuloma or malignancy. Based on 

the history, physical examination and investigation findings, a clinical suspicion of lymphocutane-

ous sporotrichosis was made. The patient was started on an empirical course of itraconazole 

200mg od. The lesions responded well with 12 weeks of treatment. As clinicians we are occasion-

ally faced with cases where investigations may not yield results that are helpful towards making a 

diagnosis and in such situations, we may need to start empirical treatment based on our best 

judgement. 

 

Keywords: Clinical diagnosis, Dermatomycoses, Skin ulcer, Sporotrichosis, Sporothrix 

schenckii. 

land (21.1%) and Laos (5.3%).2 This involves 

age group ranged from 23 to 76 years and 

mostly affects the female gender.2 The inci-

dence associated with exposure to animals, 

plants or abiotic factor like water, soil includ-

ing trauma and has very positive response 

with antifungal therapy.2 Even though lym-

phocutaneous sporotrichosis is not life threat-

ening condition and is treatable, it is generally 

chronic with few systemic manifestations, and 

hence frequently misdiagnosed.3 The following 

case highlights a case of ulcerative nodule 

which was refractory to antibacterial treat-

INTRODUCTION  

Fungal skin infection known as sporotrichosis 

is caused by the dimorphic fungus Sporothrix 

schenckii.1 It occurs worldwide especially in 

tropical and subtropical areas.1 In the South-

east Asia, Malaysia (73.7%) is known to have 

the highest number of cases followed by Thai-

mailto:wsuriyanie@gmail.com


ment. Furthermore, both skin scraping cul-

ture and skin punch biopsy were non-

diagnostic. A high index of clinical suspicion 

of lymphocutaneous sporotrichosis based on 

clinical history and examination led to initia-

tion of an empirical course of itraconazole 

200mg od orally for 12 weeks led to a suc-

cessful resolution of the ulcerative lesion.   

 

 

CASE REPORT 

A 75-year-old woman with underlying hyper-

tension for 10 years presented to the derma-

tology clinic with right foot ulcerative nodule 

for the past 1 month. The lesion initially 

started with small size clear fluid filled blister 

over the medial edge of right foot. The blister 

gradually developed into a large nodule with 

central necrotizing ulcer followed by upward 

spread of few other smaller nodules. These 

progressed despite treatment by her local GP 

with 2 courses of antibiotics and daily dress-

ings. She denied prolonged fever, constitu-

tional symptoms, foot trauma or tuberculosis 

contact. She was a housewife and her hobby 

included fishing at the nearby stream. 

 

On examination, her blood pressure 

was 155/72mm Hg, pulse rate 72 beat per 

minutes and she was afebrile. There was an 

erythematous nodule size (3x3cm) at right 

medial edge of foot which had a central shal-

low ulcer with superficial green slough on sur-

face. There was no undermining nor tunnel-

ing. There were few other smaller subcutane-

ous nodules which extended proximally fol-

lowing lymphatic route (Figure 1).  Other sys-

temic examination was      unremarkable.  

Skin punch biopsy showed superficial and 

deep perivascular and pre adnexal inflamma-

tory cells composed of lymphocytes and plas-

ma cell with focal vacuolar degeneration and 

civatte bodies which are dead keratinocytes. 

However, there was no granuloma or malig-

nancy seen. Ziehl-Neelsen stain and PAS 

stain were negative. Cultures for bacteria in-

cluding mycobacterium and fungus were also 
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Negative. 

 

A clinical diagnosis of lymphocutane-

ous sporotrichosis was made based on histo-

ry, physical examination, and investigation 

finding. Therefore, an empirical course of 

itraconazole 200mg OD orally was initiated.  

The lesions responded well with resolution of 

the ulcer after 12 weeks of treatment (Figure 

2). 

 

 

DISCUSSION 

Sporotrichosis is a subcutaneous or systemic 

fungal infection caused by the dimorphic fun-

gus Sporothrix.1  Commonly seen species 

worldwide is the Sporothrix schenckii.1,3 It 

occurs especially in tropical and subtropical 

zone. The fungal spores that contaminate 

biotic material like animal, plants or abiotic; 

soil or water can penetrate skin thru cut or 

puncture.1,3 The latter may be the mode of 

Figure 1: Right foot ulcer with nodular edge, multi-
ple cutaneous nodular lesions in sporotrichoid 
spread proximally. 



transfer for our patient with frequent expo-

sure to stream water and soil through fishing.  

 

The lesions are usually manifested in 

three main clinical forms; lymphocutaneous, 

fixed cutaneous and disseminated cutaneous 

whereas hematogenous spread from primary 

infection can present as either extracutane-

ous or systemic sporotrichosis.4 The most 

common presentation is lymphocutaneous 

and known as sporotrichoid spread.1 Initially 

it appears as painless subcutaneous nodule 

on the skin, then progressive enlarge became 

pustular and ulcerated and mainly involves 

the upper extremities.2 The case reported 

here showed  identical  presentation as de-

scribed in literature except that the lesion 

was in the lower extremity.  Differential diag-

nosis of ulcerative nodule with lymphocutane-

ous spread includes non-tuberculous myco-

bacterial infection, cutaneous nocardiosis, cat 

scratch disease, pyoderma gangrenosum, 

leishmaniasis, chromoblastomycosis, pyorder-

mitis.5   

 

When an infection is unresponsive to 

treatment, a high index of clinical suspicion is 

warranted, thus a comprehensive history and 

physical examination were vital to minimize 

treatment delays. Sporortrichosis is usually 

diagnosed by identification of Sporothrix spe-

cies from the clinical sampling like skin biop-

sy, abscess, aspirate and other.5 Diagnosis of 

sporotrichosis can be made through a correla-

tion of clinical, epidemiology and laboratory 

investigation. 1 In our case, we were unable 

to culture the organism and skin biopsy was 

inconclusive. However clinical diagnosis was 

made based on feature of ulcerative nodule 

with surrounding subcutaneous nodules in 

sporotrichoid spread and cultures ruling out 

other common organisms such as nocardia 

and non-tuberculous mycobacterium. False-

negative results may occur either due to poor 

tissue selection for biopsy, lack of fungal 

growth at the tissue itself and histological 

method used for detection.6 Histological fea-

tures of S.schenckii show suppurative granu-

lomas, neutrophils and liquefaction.6 However 

it has been reported to present as non-

specific inflammation.7 Sporotrichosis can be 

diagnosed using enzyme   linked   immuno-

sorbent   assays (ELISA)  detection of IgG 

and  via detection S. schenckii DNA molecu-

lar.8,9  Most centres rely heavily on fungal 

cultures due to costs, however this can also 

be negative.5 ELISA and PCR methods may 

be of assistance in such cases. Unfortunately 

these specialized molecular testings were un-

available at our centre. We could have sent 

off the skin biopsy for ELISA and PCR at out-

side centres but this would have taken time 

and delay initiation of treatment. 

 

Spontaneous resolution is extremely 

rare and most of the patients require antifun-

gal therapy. The first line is tablet itracona-

zole for eradication of Sporothrix schenckii for 

3–6 month duration.4 The recommended dose 

Figure 2: Healed ulcer over the right foot with post 
inflammatory hyperpigmentation. 
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for cutaneous sporotrichosis ranges from 100 

to 200 mg/day of oral itraconazole.1 This pre-

sent patient responded well to oral itracona-

zole 200 mg / day with no adverse effects 

and upon review at week 12 the lesion had 

healed. We advised the patient to wear pro-

tective gears such as thick waterproof gloves 

and boots during outdoor activity in the fu-

ture to prevent re-exposure to the fungus.  

 

 

CONCLUSION  

This case highlights the importance of taking 

a focused history taking with careful observa-

tion of skin lesion in managing skin conditions 

in primary care settings when all investiga-

tions such as skin biopsy and culture are un-

fruitful in deriving a diagnosis. A possibility of  

Sporortrichosis should be considered espe-

cially when a patient presents with subcuta-

neous nodule with lymphocutaneous spread 

which is refractory to antibacterial treatment.  
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