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Abstract

Background Sporotrichosis is a subcutaneous mycosis caused by a dimorphic fungus, Sporothrix schenckii infection,
that usually results from the traumatic implantation of the fungus into the skin and subcutaneous tissue. Dissemi-
nated cutaneous sporotrichosis is a rare entity that usually presents in the immunosuppressed individual. They are
sometimes mimicking malignancy and tuberculosis. Here, a rare case of disseminated cutaneous sporotrichosis
involving the larynx and nasal cavity in an immunocompetent patient is reported.

Case presentation A 54-year-old healthy lady presented with hoarseness and globus sensation over the throat
with prior history of multiple skin lesions over the face, limbs, and trunk. Examination revealed erythematous papular
lesions over the face, limbs, and trunk. Nasoendoscopy showed sloughy mucosa over bilateral nasal cavities, naso-
pharynx, base of the tongue, arytenoids, and both vocal folds with bony hard mass at the left frontal recess open-
ing. Overall imaging features were suggestive of generalized fungal infections. Multiple biopsies from multiple sites
revealed Sporothrix schenckii infection. She had resolution of the lesion after being treated with intravenous Ampho-
tericin B for a month, oral Voriconazole for another month then oral Itraconazole for 6 months.

Conclusion Diagnosis of disseminated sporotrichosis can be tricky and difficult to diagnose as it can mimic other
diagnoses. Education is paramount important in identifying the illness as it can be seen in immunocompetent indi-
viduals, although it is more common in the immunosuppressed individual.
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Background

Sporotrichosis caused by Sporothrix schenckii is a rela-
tively rare infection seen mainly in farmers, garden-
ers, and carpenters. Direct inoculation of the organism
from either a contaminated thorn or a splinter through
the skin can cause the infection [1]. However, it is mostly
acquired by humans when a traumatic inoculation occurs
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after contact with animals such as cats, dogs, and horses
[2].

It is characterized by the subacute and chronic evolu-
tion of cutaneous or subcutaneous nodular lesions. Spor-
otrichosis is usually encountered as a localized infection
of the hand, but the disseminated disease is rarely seen
[1]. Systemic disseminated sporotrichosis is considered a
severe opportunistic infection which is usually reported
in immunosuppressed patients. The diagnosis of this dis-
ease can sometimes be difficult as they are sometimes
mimicking malignancy and tuberculosis. The culture
of Sporothrix schenckii is the gold standard diagnostic
test [3]. Thus, the aim of this study is to highlight the ill-
ness as it can be seen in immunocompetent individuals,
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Fig. 1 Nonhealing ulcer over the right cubital fossa

although it is more common in the immunosuppressed
individual.

Case presentation

A 54-year-old healthy lady presented with hoarseness and
globus sensation over the throat for a month with initial
3 months history of multiple skin lesions over the face,
limbs, and trunk. The lesions initially started as a small
nodule then progressively worsened and ulcerated. No
history of fever, nasal symptoms, or shortness of breath
and no significant family or malignancy history. She had a
history of a cat scratch previously. Examination revealed
erythematous papular lesions over the face, limbs, and
trunk measuring 5 x 5 cm, rounded in size with minimal
contact bleeding (Fig. 1). Nasoendoscopy showed sloughy
mucosa over the left inferior and middle turbinate, right
inferior turbinate, nasopharynx, base of the tongue, aryt-
enoids, and both vocal fold with bony hard mass at left
frontal recess opening on probing with ballprobe (Figs. 2,
3, and 4). Bilateral inguinal lymph nodes were palpable,
but other examinations were unremarkable.

Computed tomography (CT) scan of the brain, thorax,
abdomen, and pelvis showed lesions over ethmoidal, left
frontal sinusitis, nasal cavity lesions, left vallecula, and
posterior pharyngeal wall with the presence of subcu-
taneous abscesses over the right frontal scalp and right
cheek. There was also hepatosplenomegaly with liver
lesions that may represent cysts or micro-abscesses.
Overall imaging features were suggestive of generalized
fungal infections.

Biopsy of skin lesion, nasal cavities mass, left infe-
rior turbinate, left frontal recess mass, nasopharynx,
and bilateral inguinal lymph node suggestive of fungal
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Fig. 2 Rigid nasoendoscopy revealed sloughy mucosa over left
inferior turbinate and septum

Fig. 3 Arrows show sloughy irregular mucosa over posterior
pharyngeal wall, base of tongue and arytenoids

Fig. 4 Sloughy mucosa over both vocal folds
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infection which is morphologically consistent with Cryp-
tococcus species. The specimen was sent to the Insti-
tute of Medical Research (IMR), and the final result was
revealed as Sporothrix schenckii infection (Fig. 5).

The patient was treated with intravenous Amphotericin
B for a month, then oral Voriconazole 200 mg twice daily
for another month subsequently continued with oral Itra-
conazole for 6 months. She was asymptomatic upon the
last clinic follow-up after 1 year of completed treatment
and given 6 monthly outpatient visit appointments.

Discussion

Sporotrichosis was first described by Benjamin Schenck
in 1898 as a chronic cutaneous and subcutaneous infec-
tion caused by the dimorphic fungus Sporothrix schenckii
[4, 5]. S. schenckii is a common saprophyte found in the
soil, straw, wheat grain, fruits, tree bark, wood, shrubs,
thorns, rose shrubs, decaying vegetation, and timber [2].
Animals like cats, rodents, birds, and armadillos have
been known to spread the infection [6]. Traumatic inocu-
lation of the pathogenic fungus into the skin causing an
infection, but pulmonary infection can occur following
inhalation of spores [7].

Studies showed that sporotrichosis infection affects all
age groups and both genders [5]. Male preponderance
was reported in some studies which was possibly related
to occupational environmental exposure to a contami-
nated source [8, 9] but in contrast to other studies from
India [10] and Japan [11], reported that women were
more frequently affected due to their active participa-
tion in outdoor activities such as gardening, agricultural
work, and other outdoor activities [5]. However, a study
by Tang et al. done in Malaysia shows that the gender
ratio was comparable as the risk is associated with partic-
ipation in daily activities that predispose to the infection
[5]. Most of the cases infected by traumatic inoculation

pigmented brown representing Sporothrix schenckii
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of S. schenckii were related to cat scratches or bites by
the fact that in Malaysia, and cats are the most popular
domestic pets [5]. Our patient also revealed a similar his-
tory of cat scratches before the presentation.

Sporotrichosis is classified into four clinical categories:
(i) lymphocutaneous, (ii) fixed cutaneous, (iii) multifocal
or disseminated, and (iv) extra-cutaneous. Lymphocuta-
neous sporotrichosis is the most common entity while
disseminated cutaneous sporotrichosis is an uncommon
entity. It is usually present only in the immunosuppressed
patient including HIV infection, malignancies, organ
transplantation, alcoholism, diabetes mellitus, sarcoido-
sis, tuberculosis, the use of immunosuppressive agents,
and the administration of tumor necrosis factor-alpha
antagonists [3]. It occurs very rarely in immunocompe-
tent patients [12]. In the current case, it is postulated that
the patient’s advanced age allowed for the dissemination
and spread of the cutaneous lesions.

Disseminated sporotrichosis can be a difficult disease
to diagnose and treat. We have encountered a difficulty to
establish the diagnosis as the case of sporotrichosis in our
center is rare and the presentation mimics malignancy
and tuberculosis. In the head and neck region, sporo-
trichosis in the facial skin is most often seen [13]. How-
ever, only a few cases of laryngeal sporotrichosis have
been reported. Khabie et al. reported a case of stridor
in a young child caused by sporotrichosis of the larynx
and had completed the resolution of her symptoms after
being treated with a systemic antifungal [13]. Another
case was reported in a woman who worked in a sphag-
num moss plant and developed long-standing hoarseness
due to the infection of the vocal cord. She was success-
fully treated with potassium iodide [13].

Disseminated cutaneous sporotrichosis can be acquired
from various modes of transmission like skin inoculation
or inhalation of the fungus which subsequently spreads to
the lymphatics and bloodstream [12]. In the current case,
she might acquire the infection through the cat scratches
and disseminated disease was suspected since the patient
had involvement in multiple sites such as the face, limb,
trunk, larynx, and nasal cavity.

Definitive diagnosis is made by the demonstration of
fungal spores, hyphae, or pseudohyphae either by tissue
biopsy or fungal potassium hydroxide (KOH) smear and
culture. Incubation is performed at 25 °C with Sabouraud
dextrose agar, producing creamy-white colonies within
5 days, which later turn into the characteristic black-
brown colonies [14]. The conversion of mold to yeast
in vitro confirms the diagnosis [14]. Similar findings were
found in our patient.

Prompt treatment and appropriate measures will
prevent morbidity. It is treated by antifungal drugs
and the elimination of risk factors. Initial treatment of
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disseminated sporotrichosis consists of intravenous
Amphotericin B, followed by oral Itraconazole. While
other alternative treatment would be oral Terbinafine,
saturated solution of potassium iodide (SSKI), oral flu-
conazole, or thermal treatment [12]. A study by Tang
et al. showed localized subtypes of sporotrichosis was
successfully treated with oral itraconazole (68.3%) for a
mean duration of 15.6 weeks while the patient with dis-
seminated cutaneous sporotrichosis was treated with
intravenous amphotericin B [5]. Our patient was treated
with intravenous Amphotericin B for a month, then oral
Voriconazole 200 mg twice daily for another month, and
subsequently with oral Itraconazole for 6 months. She
had clinical improvement after starting these types of
medications and had no serious adverse effects of the
medications.

Conclusion

Sporotrichosis is a fungal infection that may lead to sys-
temic organ involvement if left untreated. This case high-
lighted to us that disseminated cutaneous sporotrichosis
can be seen in immunocompetent individuals, although
it is more common in the immunosuppressed individual.
Fungal culture should be added as an essential investi-
gation in patients with similar presentations. Combine
treatment of oral antifungal and intravenous ampho-
tericin B shown a successful outcome in disseminated
cutaneous sporotrichosis.
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