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  BACKGROUND 
 Sporotrichosis is a subacute or chronic infection caused by 
 Sporothrix schenckii ; it is a cosmopolitan disease, showing 
high incidence levels in Brazil, Central America, Colombia 
and Mexico. 1  It affects both sexes and all ages, with preva-
lence highest among farmers, gardeners, fl orists and car-
penters between 16 and 30 years of age. 2  It is a primary skin 
infection that spreads mainly through the lymph (75%); 
there is also a fi xed localised skin form (20%) and, in a 
lesser proportion, disseminated and extracutaneous varie-
ties. 3  The extent of the disease varies according to immune 
status; it is believed that T cell-mediated immunity limits 
its extent. 4  Systemic disseminated sporotrichosis is consid-
ered a serious opportunistic infection that affects the inter-
nal organs and can produce fungemia, 3  accompanied by 
fever, pain, malaise and weight loss. 3  

 Culture is the diagnostic method of choice; pigment pro-
duction is considered a virulence factor; in the microscopic 
study, thin, septate and branching hyphae are looked for 
with pyriform conidia of the radulospore or sympodial 
type. The intradermal reaction test with sporotrichin is the 
fastest method in the diagnosis of sporotrichosis. 3  For its 
treatment, potassium iodide is used changing to itracona-
zole, fl uconazole, terbinafi ne or amphotericin B for resist-
ant or disseminated forms. 3   

  CASE PRESENTATION 
 A 36-year-old male patient, originally from Puebla, 
Mexico, presented. A farmer from age 5 years, his condi-
tion began at age 20 with a papular lesion on the dorsum 
of the left foot, which ulcerated on several occasions. Two 
months later he was treated with unspecifi ed systemic and 
topical antifungal agents. The treatment was suspended 
after 3 months, the lesions grew and new ones appeared 
in the left thigh. From 1995 to 1997 the patient applied 

homemade remedies. Three years after the fi rst symptoms 
appeared he attended the Hospital General de México 
where he was diagnosed.  

  INVESTIGATIONS 
 Direct examination and staining (Wright and Giemsa) was 
negative. Intradermal reaction (mycelial sporotrichin dilu-
tion 1:200) was positive with induration and erythema (8×8 
cm). Cultures were done in Sabouraud dextrose agar (SDA) 
and SDA supplemented with antibiotics. An obtained iso-
lated wet membranous colony, brown with a beige halo, 
was identifi ed by morphology as  S schenckii . The strain 
was studied by molecular biology methods corroborating 
the identifi cation as  S schenckii  ( sensu estricto ).  

  TREATMENT 
 The infection was treated with itraconazole for 6 months 
with good results, but the patient discontinued the treat-
ment and the lesions were reactivated and spread to his 
right leg and thigh. He did not receive any treatment and 
2 years afterwards lesions began to appear on the but-
tocks. The patient took potassium iodide irregularly for 
2 years; lesions appeared on the face, wrists, arms and 
abdomen. 

 In the past 9 months the patient lost 11 kg, presented 
pharyngeal pain, hematic rhinorrhoea, fever and dys-
phagia. Physical examination made evident generalised 
dermatosis with nodular lesions, ulcers, gums and scabs 
on face, chest, legs and buttocks ( fi gures 1  and  2 ); he 
showed retractile scar tissue in the extremities ( fi gure 3 )
and retropharyngeal haematic yellow discharge was evi-
dent in the oral cavity as well as mouth breathing, nasal 
speech, oedematous, erythematous and granulose (cob-
blestone appearance) mucosa both on the palate and phar-
ynx ( fi gure 4 ).     
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  Summary 
 Sporotrichosis is a subacute or chronic infection caused by  Sporothrix schenckii . It is a primary cutaneous infection and it has different 

clinical forms: disseminated by lymphatic vessels (75%), localised cutaneous form (20%), disseminated cutaneous and extracuteus rarely. 

The systemic disseminated sporotrichosis is considered a severe opportunistic infection. The best diagnostic test is the culture. The authors 

report a case of a 36-year-old man, originally from Puebla, Mexico, with a diagnosis of disseminated sporotrichosis. Differential diagnosis 

with other pathologies includes leishmaniasis, chromoblastomycosis, tuberculosis verrucose and lymphangitis. The development of unusual 

presentations in immunocompromised patients has been reported.     
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 The patient was admitted to the dermatology depart-
ment at the Hospital General de México and was treated 
with 0.5 mg/kg/day amphotericin B to a total accumulated 
dose (TAD) of 1500 mg. The lesions in the oropharyngeal 
mucosa disappeared and 60% of the skin lesions healed 
( fi gure 5 ): 90% with a 900 mg TAD and 98% with a 1300 
mg TAD. A total of 400 mg/day of itraconazole were 
added. At 1500 mg TAD, amphotericin B treatment was 

discontinued and all the lesions healed except three (wrist 
and left forearm). The patient was discharged and he con-
tinued with itraconazole ( fi gures 6 ,  7  and  8 ).      

  DISCUSSION 
 Sporotrichosis is considered an occupational disease (farm-
ers, gardeners, fl orists and carpenters). 2  The disseminated 
and extracutaneous forms are rare; in a series of 304 cases 
in Brazil, only 4 corresponded to this form. 5   6  Other publi-
cations reported similar percentages ranging from 0.5–9%. 7  
 8  Due to the atypical and complex characteristics of this 
form, a differential diagnosis should be made in relation to 

 Figure 1    Lesions in the right thigh.    

 Figure 2    Lesions in the right hand.    

 Figure 3    Multiple lesions in the back, buttocks and thighs.    

 Figure 4    Lesions in the pharynx.    

 Figure 5    Pharynx after treatment.    
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other diseases such as leishmaniasis, chromoblastomyco-
sis, tuberculosis verrucosa and lymphangitis, among oth-
ers. 9  The development of unusual presentations has been 
reported in immunocompromised patients (both clinical 
and histological), which can delay diagnosis for months. 
Diabetes, HIV, chronic obstructive pulmonary disease, 
alcoholism and chronic use of steroids appear to be fac-
tors in the development of extracutaneous or dissemi-
nated forms according to reports of alcoholic and cirrhotic 
patients. 5   7   9  Other studies report infection of the airway 
with odynophagia and dysphonia; 10  a presentation that is 
rarely seen in patients with or without skin lesions, but not 

so in severe immunocompromised patients or those using 
inhaled corticosteroids. 9   11  

 Our patient presents factors for infection such as living 
in an endemic area (where he probably acquired the fun-
gus) and working as a farmer in such an area for 20 years. 
The disease progression was unusual; he developed the 
disseminated form although no factor related to immuno-
suppression was documented (he is a non-alcoholic, does 
not use steroids, HIV negative, etc) and immune function 
tests were normal. So it was an atypical presentation with 
cutaneous and mucosal dissemination. 

 The evolution of the disease with treatment was good; 
lesions showed almost a 100% remission with the 1500 mg 
TAD of amphotericin B. Itraconazole was added in pulses 
(7–21 days rest) for residual lesions and in order to avoid 
symptom reappearance. This patient represented a complex 
case, which was diagnosed several years ago. We believe 
that the spread of the infection was due to the erratic behav-
iour of the patient in relation to his treatment. Probably 
the initial treatment of the disease should have been more 
aggressive and carried out for a longer period of time. 

  ▶Learning points 

 ▶    This is a very rare presentation form of this mycosis.  
  There are so many differential diagnosis for this  ▶

disease.  
  The diagnosis is not easy and we had to follow a guide  ▶

to reach the right diagnosis.      

 Figure 6    Residual lesions in the forehead.    

 Figure 7    Multiple scars.    

 Figure 8    Old lesions in the left leg and buttock.    
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