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Figure 1. Lymphocutaneous sporotrichosis. [Color photo viewable 
at: http://repositories.cdlib.org/uciem/westjem/vol10/iss3/art23/]
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A 25-year-old healthy Hispanic male agricultural laborer 
presented to the emergency department with six weeks 
of a painless raised lesion on the proximal thumb with 
occasional drainage of fluid, without history of injury. Over 
the next several weeks, he developed painless subcutaneous 
nodules proximally. He denied any systemic symptoms. 
The patient emigrated from Mexico two years earlier, but 
had not traveled since. Physical examination showed an 
ulcerated, raised, dry, crusted lesion on the lateral surface 
of the left thumb, with four proximal raised, erythematous, 
subcutaneous nodules, without epitrochlear or axillary 
lymphadenopathy (Figure 1). Purulent material was aspirated 
from one of the nodules; gram, fungal and mycobacterial 
stains showed no organisms. Saturated solution of potassium 
iodide (SSKI) was prescribed, and the patient was referred 
to the Infectious Diseases clinic for follow-up. Thirty days 
later, the fungal culture grew Sporothrix schenkii. The 
patient was lost to follow-up. 

Sporotrichosis is caused by infection with Sporothrix 
schenkii, a dimorphic fungus, found in soil, wood, and 
plant surfaces. The fungus is mostly found in the tropics 
of Central and South America, and Africa.1 The largest 
U.S. outbreak occurred in 1988, involving 84 people in 
15 states, and was associated with exposure to sphagnum 
moss.2

Lymphocutaneous sporotrichosis, the most common 
form, presents as a small, nontender, erythematous 
papulonodule at the site of primary injury. This lesion may 
be smooth or verrucous, often ulcerates, and develops raised 
red borders. Over days to weeks, proximal subcutaneous 
nodules form along the lymphatic drainage, and may 
ulcerate. Fungal cultures and tissue biopsies aid in the 
diagnosis. 

The differential diagnosis of sporotrichosis includes: 
nocardiosis, cutaneous leishmaniasis and atypical 
mycobacterial infection, especially Mycobacterium 
marinum.3 The treatment of choice for sporotrichosis is oral 

itraconazole for 3-6 months with SSKI as an alternative. In 
severe cases, intravenous amphotericin B is used. 
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