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Sporotrichosis is caused by a dimorphic fungus, Spo-
rothrix schenckii, which exists in the environment in 
soil and decaying vegetable matter contaminated by the 
fungus (1). It favours tropical and subtropical climate 
zones and is the cause of the most common subcutaneous 
mycosis in South America. Zoonotic transmission is rare 
worldwide, but in Brazil epidemics of sporotrichosis have 
been reported in humans who have been in close contact 
with infected cats (2). 

The mode of transmission is via cutaneous inocula-
tion of the organism. We report here a rare case of 
osteoarticular sporotrichosis in a previously healthy 
39-year-old woman, who was living in a shanty town 
in Rio de Janeiro, Brazil. 

CASe RepoRT
The patient initially presented to our dermatology outpatient 
clinic in March 2010 with painful papules and nodules on the 
dorsal aspect of her left foot. Sporotrichosis was confirmed 
with serology and culture. She was commenced on itraconazole 
200 mg daily for treatment of lymphocutaneous sporotrichosis, 
the most common presentation of the disease. She re-presented 
to our clinic 12 months later with very poor compliance. The 
condition had progressed considerably and she was cachectic. 
She was otherwise previously well with no past medical history 
of note. Ulcerated and exudative nodules were now more exten-
sive, profoundly tender and involved her entire left lower limb 
(Fig. 1a), extending to her groin, abdomen, back and left upper 
arm. Her presentation was complicated by tissue destruction of 
her left fifth digit (Fig. 1b). 

The Gomori-Grocott technique and periodic acid-Schiff (pAS) 
staining showed sparse rounded fungal forms characteristic of 
sporotrichosis. A plain film radiograph of her left foot revealed 
thinning of the fifth metatarsal and an increase in the surroun-
ding soft tissue. A computed tomography scan of her left foot 
and tibia showed underlying osteomyelitis and a deep abscess, 
which was subsequently drained.

The patient was treated successfully with intravenous ampho-
tericin B for 16 days and liposomal amphotericin for 6 days. 

She was prescribed a maintenance dose of 200 mg itraconazole 
twice daily, and to date is showing a good clinical response.

DISCUSSIon

The cutaneous and lymphocutaneous forms of sporotri-
chosis are the most common forms of presentation, and 
patients usually remain afebrile and systemically well. 
Rarely, sporotrichosis can disseminate to involve bone, 
muscle, lungs and the central nervous system (3). This is 
predominantly observed in immunocompromised indivi-
duals (4). The osteoarticular form is the most commonly 
affected site after skin and can spread via direct inocula-
tion of the fungus or haematogenously. It can involve 
single or multiple joints or bones. The most commonly af-
fected bones are the tibia, small bones of the hands, radius, 
ulna, knee and ankle (5). An increasing number of fungal 
bone and joint infections has been reported (6). Freitas 
et al. (7) reported 2 cases of osteomyelitis in a study of 
21 HIV-infected patients (8). Treatment options include 
itraconazole or amphotericin, which is less well tolerated 
and is associated with frequent relapses (9). Appenzeller 
et al. (5) reported 2 cases of sporotrichosis monoarthritis 
affecting the knees, which were successfully treated with 
itraconazole. Itraconazole is administered at initial doses 
of 200 mg twice daily for at least 12 months, followed 
by a maintenance dose of 200 mg daily (9). Govender 
et al. (10) noted that in localized osseous fungal lesions, 
surgical debridement alone without antifungal agents 
results in satisfactory outcome. 

This case represents a rare presentation of osteo-
myelitis in an immunocompetent patient with cutaneous 
disseminated sporotrichosis. It demonstrates both an 
aggressive clinical evolution of the disease with osteo-
articular destruction and a challenge to successful 
medical treatment.
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Fig. 1. (a) Multiple ulcerated papules 
and nodules on the left lower limb 
extending along the lymphatic 
channels. (b) Left fifth digit with 
marked ulceration and destruction of 
the underlying bone structure. 
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