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Here we present a case of atypical manifestation of Sporothrix schenkii infection where the patient complained
solely of lymphadenopathy without any prior noticeable skin lesions. A Thai female who had been working in
Malaysia presented to a healthcare facility with a three-month history of progressively larger and more painful
lymphadenopathy at her right chin.

Case report

A 44-year-old Thai female patient who had been working in Malaysia
for eight years reported a three-month history of symptoms starting with
a small palpable soft mass at her right chin. The mass was approximately
one centimeter in size when first noticed and did not impose any other
symptoms such as pain or unpleasant feelings such as tingling sensation,
tightness, or foreign body sensation. She denied fever, toothache,
headache, upper respiratory tract symptoms, or facial pain at that time.

The mass gradually grew over a month into a noticeable lump
approximately seven cm in size next to her right mandibular angle
(Fig. 1). The mass became rubbery in consistency and appeared mildly
erythematous in appearance. She reported intermittent excruciating
pain with a pain score of eight out of ten on the Numerical Rating Scale
(NRS) for pain intensity, lasting through the majority of her waking
hours, which significantly affected her ability to work and carry out
daily activities. Oral analgesics were reported to be ineffective in miti-
gating pain. The patient decided to visit a local assistance center and was
diagnosed with an infection of her oral cavity. She was prescribed two
weeks of antibiotics. From the way that she described the pill and how it
was taken 2 times a day, we presumed it was amoxicillin-clavulanic acid.

Nearing the end of the prescribed course, the patient clinically
deteriorated. She developed fever with chills and reported worsening of
both localized pain and dysphagia, leading to significant appetite loss.

The patient then visited a hospital in Malaysia and a computer tomog-
raphy (CT) scan of the neck was performed. The result showed multiple
matted necrotic lymph nodes across the C2 to C5 level on the right,
strung to intra-parotid nodes. The largest nodes were measured at
3.2 x 1.5 cm at the upper neck. Parotid glands and skeletal structures
were normal. No abscesses were seen.

The patient then returned to Thailand for further investigation. At a
hospital in Thailand, fine needle aspiration (FNA) was done to her right
parotid gland which only yielded benign ductal epithelial and necrotic
cells. No malignant cells were observed. She was then referred to a
medical center in Northern Thailand.

More information regarding her past and personal history was ob-
tained. The patient was born and raised in the Northern part of Thailand.
She then moved to work as a housekeeper in Malaysia for eight years.
Three months before her symptoms developed, she began working at a
shrimp farm where she oversaw cleaning the vicinity dealing with
mostly leaves and soil. She was not involved in the process of crustacean
care. Her accommodation also housed eight fully vaccinated cats. She
denied prior underlying diseases and was not on any medication. She
also denied smoking, alcohol drinking, and illicit drug use.

Upon physical examination, her vital signs were within normal
limits. Her body temperature was 36.5°C, blood pressure 117/
80 mmHg, pulse rate 98 beats per minute, and peripheral oximeter
reading of 97 % with room air. She was well overall besides general
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Fig. 1. Side view of the mass at right mandibular angle.
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Fig. 2. Pathology of lymph node tissue.

fatigue. The mass at the right chin was mildly tender. The size remained
approximately 7 cm with a rubbery consistency. It was slightly mobile
and tender to touch, without overlying erythematous skin. The exami-
nation of her ears, eyes, nose, and oral cavity was unremarkable. There
were no other palpable lymph nodes in axillary, epitrochlear, or inguinal
regions. Other systems proved to be unremarkable as well.

Her laboratory tests showed normal blood count (hemoglobin
11.2 g/dL, WBC 7640 cells/cu.mm, neutrophil 48.9 %, lymphocyte
40.8 %, eosinophil 1.4 %, and platelet 221,000 cells/cu.mm), normal
renal function and blood chemistry. Her chest x-ray was unremarkable.
Blood cultures for bacteria, fungus, and mycobacterium were all
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Fig. 3. The fungal culture on Sabouraud dextrose agar from the lymph node
tissue showed a single large cream-colored colony with melanin production on
top and finely wrinkled surface.

Fig. 4. Microscopic examination with lactophenol cotton blue revealed multi-
ple, blue-stained thin hyaline septate hyphae with ovoid-shaped conidia ar-
ranged into floral or rosette pattern.

negative.

A biopsy was done on the right cervical lymph node. Gram stain
showed no bacteria and bacterial culture showed no growth. Acid Fast
Bacteria (AFB) stain and modified AFB (mAFB) stain showed no



J. Chantrapitak et al.

Table 1
Case Reports of Sporotrichosis Patients Solely with Lymphadenopathy.

IDCases 37 (2024) e02060

Suspected route

Treatment received

Outcome

Report Host Presentation
McKinney et al. 6 year old boy  Painless cervical lymph nodes 2 months
2022[11] Previously
healthy
Picollo et al. 4 year old girl ~ Subacute axillar lymphadenopathy
2021[12] Previously
healthy
Tilak et al. 2012 13 years old Inguinal lymphadenopathy for 4 years (with a
[13] girl small non-healing ulcer at the foot)
Previously
healthy
Whitefield et al. 10 year old Tender right axillar lymphadenopathy
1995[14] boy
Previously
healthy

Numerous cats on his
farm

Forearm injury. Lived
with cats and dogs

Thorn prick 2 years
before the onset

Itraconazole x4
weeks

Itraconazole x3
months

Itraconazole x6
weeks

Lymphadenopathy resolved in the
second week

Clinically resolved at 3 months, no
remission at 1 year

Marked clinical response at fourth

Direct inoculation from
playground

week, resolution in 6 weeks

Potassium iodide x Clinically resolved at 3 months, no

4 months remission at 18 months

organism. Polymerase chain reaction (PCR) for mycobacterium did not
detect M. tuberculosis complex. Pathology showed granuloma which was
defined as aggregation of epithelioid histiocytes. Multinucleated giant
cells (yellow arrowhead) and necrotic foci were also noted (Fig. 2).

The fungal culture on Sabouraud dextrose agar from the lymph node
tissue showed a single large cream-colored colony with melanin pro-
duction on top and a finely wrinkled surface after being incubated at 25
degrees Celsius for two weeks (Fig. 3). The mold was then scrutinized
under microscope with lactophenol cotton blue staining, which revealed
branching hyphae with delicately arranged pyriform conidia, some of
which was found to be in rosette pattern (Fig. 4). These phenotypes
answered that the mold belong to Sporothrix genus. Then we employed
the use of MALDI-TOF (Matrix-Assisted Laser Desorption/Ionization
Time-Of-Flight mass spectrometry) to identify specie of Sporothrix which
was identified as Sporothrix schenkii.

After establishing the diagnosis of sporotrichosis, the patient was
prescribed 400 mg of itraconazole daily, divided into two doses per day.
After one month of treatment, the cervical lymph node was no longer
palpable, and the pain completely resolved. Itraconazole was continued
for three months and stopped without any complications.

Discussion

Sporothrix schenkii, a dimorphic fungus that causes sporotrichosis,
can give rise to varied diseases depending on the host as well as its route
of infection. Sporothrix thrives well on humid tropical soil and decaying
vegetation as a saprophyte [1,2] and most commonly enters the human
body via traumatic implantation [3]. Despite that, a significant portion
of infected individuals could not recall a history of trauma [4]. The
fungus prefers armadillo’s nest [5,6] and sphagnum moss [2] as its
reservoir but can also transmit from cats, dogs, squirrels, parrots, and
horses [6]. To date, there is no human-to-human transmission reported.

Clinical presentations also depend on the pathogenicity, the load and
depth of inoculation, and the degree of thermotolerance of that species
[7]. Most infections can be classified into three forms, namely cuta-
neous, mucosal, and extracutaneous forms. The cutaneous form is usu-
ally caused by direct trauma while the mucosal form might be caused by
either inhalation of conidia, hematogenous spreading, or
self-inoculation by the patient’s own hands [8]. On the other hand, an
extracutaneous form of sporotrichosis may warrant a suspicion of a
certain degree of immunosuppression or immunodeficiency [9].

Constant exposure to environmental conidia is found to be associated
with a low level of immunity against sporotrichosis, especially in
endemic areas of the fungus [3]. As a result, those patients would pre-
sent more frequently as cutaneous disease alone rather than lympho-
cutaneous involvement [10]. Our patient did indeed stay in Malaysia
which is known for its endemicity of sporotrichosis. However, instead of
presenting as a cutaneous disease, she presented with isolated
lymphadenopathy.

After a thorough literature review, the author compiled previous
case reports where patients with sporotrichosis presented solely with
lymph node involvement without skin lesions, as shown in Table 1.
Notably, all the cases were young patients under the age of 14 years old
who presumably did not experience sufficient exposure to environ-
mental Sporothrix to form immunity. With itraconazole in three cases
and potassium iodide in one case, all the patients were cured.

In conclusion, while the classic presentation of cutaneous sporotri-
chosis is well-known, it is important to be aware of atypical manifesta-
tions, such as chronic lymphadenopathy. A thorough history and
exposure risk assessment should prompt testing for fungal infections,
including Sporothrix schenckii, in patients under suspicion.
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