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A 11 year-old girl developed an injury due to a thorn 

prick to her left forearm, while working in an 

agricultural field. A single non-healing ulcer appeared 

on the medial aspect of the left forearm, 20 days later. 

After 4 months, multiple ulcers and nodules developed 

in a linear distribution along the left fore arm, upto 

the axilla. Few of the nodules burst open to produce 

ulcers and scars. 

On examination; an ulcerative, papillomatous growth, 

puckered scars and keloids on the inner aspect of the 

left forearm extending up to axilla, were seen [Figures 

1 and 2]. The ulcers were irregular, tender and not 

fixed to underlying structures. Axillary lymph nodes 

were enlarged, firm, slightly tender and discrete. 

Systemic examination was normal. Routine 

investigations were normal. HIV test was negative. 

Microscopic examination of the purulent discharge 

from the lesion with KOH, Gram stain and AFB stain 

was negative and it was sent for culture. Skin biopsy 

showed several round to oval bodies, [Figure 3] and 

one round body in the centre along with chronic 

inflammatory cells [Figure 4]. 

WHAT IS YOUR DIAGNOSIS? 

Figure 1: Ulcerative, papillomatous growth, puckered scars 
and keloids on the inner aspect of the left fore-arm 
extending upto axilla 

Figure 3: Pseudocarcinomatous hyperplasia with a dense 
diffuse granulomatous infiltrate in upper dermis (PAS 
stain, x100) 

Figure 2: Close up view Figure 4: One round body in the center along with chronic 
inflammatory cells (PAS stain-x400) 
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Diagnosis: Lymphocutaneous sporotrichosis 

Culture on Sabouraud’s dextrose agar revealed 

growth of multiple fungal colonies, which were 

grayish-black in colour. Skin biopsy with PAS stain 

showed several round to oval spores of Sporothrix 

schenckii [Figure 3]. One spore located in the centre 

showed single budding along with chronic 

inflammatory cells. [Figure 4] The diagnosis of 

lympho-cutaneous sporotrichosis was made and the 

child was put on itraconazole 100 mg, daily. She 

showed good response up to two months, but did 

not follow-up subsequently. 

DISCUSSION 

Sporotrichosis is an acute or chronic fungal infection 

caused by Sporothrix schenckii. Cutaneous and systemic 

forms of sporotrichosis exist. It is more prevalent in 

temperate climate. The fungus grows on decaying 

vegetable matter and the source is probably the soil.[1] 

The first case was reported by Schenk in 1898 from 

USA. Some cases are reported from India.[2] A number 

of cases have also been reported from Himachal 

Pradesh and adjoining areas.[3] However, the Southern 

part of India is considered to be relatively free from 

sporotrichosis and only sporadic case reports are 

available in literature.[4,5] 

The clinical forms of cutaneous sporotrichosis are of 

two types viz, lymphocutaneous and fixed cutaneous 

forms. Occasionally, mycetoma-like or cellulitic forms 

may occur. In the present case, lymphocutaneous type 

was described. It is important to note that multiple 

cutaneous lesions may occur in AIDS patients.[1] 

Sometimes the culture may be negative and biopsy 

is non-specific. [4] But in our patient, both were 

confirmative of sporotrichosis. Potassium iodide is 

extremely effective in Iocalized forms and should be 

continued for 3-4 weeks after clinical cure. 

Itraconazole 100 mg - 200 mg/day is effective in both 

cutaneous and systemic cases. 

A careful history and investigations lead to confirmed 

diagnosis in a patient presenting with linear 

noduloulcerative lesions. 
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