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Case Report
A 33 years old African male from urban Gauteng Province of South 

Africa presented with an asymptomatic growth at the back for 3 years. 
It started as a small papule which grew slowly. He was diagnosed type 
II diabetes mellitus a year ago and he is on metform in 500mg twice 
daily and glibenclamide 5mg orally daily.His father also has diabetes 
mellitus. He is employed as a security guard and has no history of 
working in mines nor in farms. There is no history of trauma prior to 
onset of this lesion.

On clinical examination he was found to be obese, weighing 103kg. 
All systems were normal, and he had no lymphadenopathy. He had 
a 5x4cm well circumscribed, dome shaped lesion at the back with a 
verrucous and crusted surface (Figure 1).

His chest x-ray was normal. A full blood count, urea and electrolytes 
as well as liver function tests were normal. Random serum glucose was 
21,4mmol/L. He declined HIV testing.

An incisional biopsy from the lesion showed hyperkeratosis with 
crusting, and acanthosis. The dermis showed a mixed inflammatory 
infiltrate with granulomas and microabscesses. PAS stain revealed 
short non-branching fungal hyphae, budding yeasts as well as an 
asteroid body located in a microabscess (Figure 2).

Biopsy material cultured on Sabouraud dextrose agar with 
chloramphenicol incubated at 30ºC showed growth after 7 days. 
Culture showed a cream-white mould which later changed to brown-
black colour with a wrinkled surface (Figure 3). A lactophenol cotton 
blue preparation from the mould showed thin hyphae with conidia 
found singly and in clusters.There were also conidiophores arising at 
right angles to the hyphae, with groups of conidia that formed rosettes 
(Figure 4). Yeast form was isolated from biopsy material cultured 
on brain heart infusion agar and Sabouraud dextrose agar with 
chloramphenicol incubated at 37ºC. A wet preparation of the colony 
showed yeast bodies of various sizes and shapes (Figure 5). Conversion 
of the mould to yeast phase was demonstrated by sub-culturing the 
mould onto brain heart infusion agar at 37ºC.

Our final diagnosis was fixed cutaneous sporotrichosis. The patient 
was treated with itraconazole 200mg orally, twice daily, and was 
referred to Physicians for further management of diabetes mellitus.

Discussion
Sporotrichosis is a rare, acute or chronic fungal infection caused 

by the dimorphic fungus sporothrix schenkii [1]. This fungus grows in 
decaying vegetable matter like timber in mines, thorns, rose shrubs, 
soil, tree barks, and animal droppings [2].It occurs sporadically in many 
countries but has been particularly common in mining areas of South 
Africa [1]. Infection usually results from percutaneous inoculation 
of infected wood splinters or thorns [3]. It usually occurs in people 
occasionally exposed to the organism like mine workers, farm workers, 
gardeners and florists [1].

Sporothrix infection may manifest in 4 ways: lymphocutaneous, 
fixed cutaneous, disseminated cutaneous and extracutaneous forms 
[4].

The extracutaneous sporotrichosis results from hematogenous 
spread from primary inoculation site or from inhalation of conidia, 
especially in immunocompromised hosts. It affects bones, joints, lungs 
and meninges [4].
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Abstract
Background: Sporotrichosis is an acute or chronic cutaneous or systemic fungal infection caused by sporothrix 

schenkii. This is a dimorphic fungus which occurs in both temperate and tropical areas. It occurs sporadically in many 
countries but has been particularly common in the mining areas of South Africa. We report a case of fixed cutaneous 
form of sporotrichosis with no identifiable source of infection.

Methods: Several biopsy specimen were stained with hematoxylin and eosin, as well as PAS and PAS-D. Some 
specimen were cultured on Sabouraud’s dextrose with chloramphenicol agar plate using aseptic technique as per 
standard operating procedure for processing mycology specimen at our institution.A lactophenol cotton blue preparation 
from the cultured material was also performed.

Results: Histopathology showed hyperkeratosis with crusting and a granulomatous inflammation with 
microabscesses containing budding yeasts and a rarely seen asteroid body (representing the Splendore-Hoeppli 
phenomenon). Growth on agar plates occurred after 7days and showed a cream-white mould which later changed to 
brown-black colour. A lactophenol cotton blue preparation showed hyphae and conidia.

Conclusion: We report a case of fixed cutaneous sporotrichosis in a diabetic patient with no obvious source 
of infection identified. The rarely seen asteroid body was seen on histopathology and the fungus was successfully 
cultured.
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The disseminated cutaneous form is rare occurring in less than 2% 
of cases. It results from hematogenous dissemination from a primary 
site or from multiple inoculation sites [4].

The fixed cutaneous type is also less common and is characterized 
by localized lesions with no lymphatic involvement. Common sites are 
face, neck, trunk and legs [5]. Lesions may be a papule, nodule, plaque 
or tumour. Our patient presented with a tumour.

The lymphocutaneous type is the most classic form occurring 
in nearly 70% of cases of cutaneous sporotrichosis [6]. It starts as a 
small tender nodule at the inoculation site, that eventually ulcerates. 
Later nodulo-ulcerative lesions appear along the lymphatic channels 
forming the sporotrichoid pattern of spread [6]. Lymphadenitis and 
lymphadenopathy are characteristic.

Sporotrichosis occurs commonly in adults but rare childhood cases 
have been reported. A case of neonatal sporotrichosis where the source 
of infection remains unknown was reported recently [7].

Some unusual presentations of sporotrichosis have been reported. 
Ramli et al reported a case of sporotrichosis which presented like a soft 
tissue tumour [8]. Mahajan et al reported a case of sporotrichosis over 
a pre-existing facial nodulo-ulcerative basal cell carcinoma [9].

Due to the diverse nature of the clinical presentation of 
sporotrichosis, clinical diagnosis may be a challenge, however, the 
lymphocutaneous type with its classic sporotrichoid spread should be 
diagnosed readily.

Histopathology may show a pseudoepitheliomatous hyperplasia, 
with a granulomatous inflammation in the dermis with microabscessess. 
If spores are present, they appear as round to oval bodies 4 to 6µm, that 
stain with PAS-stain more strongly at the periphery than in the centre 
[10]. Single or occasionally multiple buds are seen. Sometimes “cigar-
shaped” elongated yeasts are seen [11].

In exceptional cases “asteroid bodies” can be seen, representing 
the Splendore-Hoeppli phenomenon (antigen-antibody complexes 
and cell detritus of inflammatory cells) [12]. We need to emphasize 
that asteroid bodies are not pathognomonic of sporotrichosis as they 
may be seen in a number of other infectious processes, as well as in 
sarcoidosis.

Sporothrix schenkii is a dimorphic fungus which grows well on 
Saboraud dextrose agar with antibiotics. The mould form is isolated 
at 25ºC - 30ºC over a few days or weeks. Colonies are finely wrinkled 
with a white-creamy colour at first but later become brown, dark 

Figure 1: Dome shaped lesion with a verrucous, crusted surface.

Figure 2: An asteroid body within a microabscess(original magnification X400).

Figure 3: Mould with a dark-brown to black colour with a wrinkled surface.

Figure 4: A lactophenol cotton blue preparation showing hyphae with co-
nidia and conidiophores (original magnification X40).

Figure 5: A wet preparation showing yeast bodies (original magnification 
X40).
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grey or nearly black [12,13]. A lactophenol cotton blue preparation 
shows thin hyaline hyphae with oval,pyriform conidia around the 
tips of conidiophores, forming rosettes and giving rise to a “palm tree 
appearance” [14]. The conidiophores typically arise at right angles 
from the sides of hyphae. The yeast form is produced by culturing the 
mould form onto enrichment agars such as brain heart infusion agar 
incubated at 37ºC.

Treatment of sporotrichosis was recently reviewed by an expert 
panel from the Infectious Diseases Society of America.

For fixed cutaneous and lymphocutaneous sporotrichosis, 
itraconazole 200mg daily for 3-6 months is recommended [15-17]. 
Patients who do not respond should be given a higher dose of 200mg 
twice daily. Terbinafine administered at a daily dose of 250mg to 500mg 
is also effective for cutaneous sporotrichosis [16,18]. Potassium iodide 
is also widely used for treatment of cutaneous sporotrichosis especially 
in developing countries [19]. 

For osteo-articular sporotrichosis, itraconazole 200mg orally twice 
daily for at least 12 months is recommended [16].

In severe pulmonary sporotrichosis amphotericin B given as a lipid 
formulation at 3-5mg/kg daily is recommended [16].

For patients with meningeal sporotrichosis amphotericin B 5mg/
kg daily for 4 to 6 weeks is recommended. After the patient responds 
to initial treatment with amphotericin B, itraconazole can be given 
as step-down therapy for at least 12 months [16]. Amphotericin B 
is also a treatment of choice for patients with disseminated systemic 
sporotrichosis [16].

In pregnant women imidazoles should be avoided, so treatment of 
choice for sporotrichosis in pregnant women is amphotericin B. Local 
hyperthermia can also be used for mild localized sporotrichosis in 
pregnant women [16].

For children with disseminated sporotrichosis amphotericin 
B 0,7mg/kg should be the initial therapy, followed by itraconazole 
6-10mg/kg to a maximum of 400mg orally daily as step-down therapy 
[16].

Spontaneous resolution of localized cutaneous sporotrichosis 
without lymphatic involvement has been reported in few cases [20,21].
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