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A Diabetic Elderly Man with Finger Ulcer
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Fixed cutaneous sporotrichosis is a differential diagnosis that can be considered in diabetic patients who present 
with a poorly healing ulcer. Although its prevalence is low, it can occur in patients with immunocompromised sta-
tus. Here we report a case of a 70-year-old man with diabetes mellitus who presented with a 1-month history of an 
unhealed ulcer over the tip of his left middle finger. He experienced a cat bite over his left middle finger 1 month 
prior to the appearance of the lesion. A skin biopsy revealed the presence of Sporothrix schenckii. Oral itraconazole 
200 mg twice daily was started empirically and the patient showed marked improvement in the skin lesion after 2 
months of therapy.
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INTRODUCTION

Sporotrichosis is a chronic granulomatous mycotic infection caused 

by the dimorphic fungus Sporothrix schenckii.1) Sporotrichosis is an 

endemic worldwide disease that is prevalent in tropical or subtropical 

areas and temperate zones with warm and humid climates that favor 

the growth of saprophytic fungi.1,2) Its worldwide prevalence is un-

known since sporotrichosis is not a mandatory reported disease. 

Nonetheless, it has been reported in the United States, South America 

(Brazil, Columbia, Guatemala, Mexico, Peru), Asia (China, India, Ja-

pan), and Australia.1-3) Approximately one case occurs per 1,000 people 

in Peru, while 200–250 cases in the United States (one to two per mil-

lion people) occur annually.1) No sex, age, or race is immune to this in-

fection since its occurrence depends on the fungus in the environment 

and the mode of entry. The higher prevalence among males in most 

reported cases is attributed to their higher risk of exposure due to the 

nature of their occupations rather than sex-specific susceptibility. 

Traumatic injury, which most often occurs during outdoor activities 

such as farming, gardening, and animal husbandry, is the most com-

mon route for inoculation of S. schenckii.2) Exposed body parts, the ex-

tremities in particular, are the most frequently involved; the upper 

limbs are more commonly affected than the lower limbs.1,3-5)

 The mode of transmission of sporotrichosis is through the traumatic 

implantation of S. schenckii from contaminated thorns, hay stalks, 

barbs, soil, and splinters as well as bizarre roadside injuries leading to 

cutaneous infection.1) Human infections are also associated with in-

sect stings, fish handling, and the bites of cats, birds, dogs, horses, rep-

tiles, and rats, although clinical symptoms may be lacking in these ani-

mals.1,6)

CASE REPORT

A 70-year-old man with a 20-year history of diabetes mellitus present-

ed with a 1-month history of a painful ulcerative lesion over the tip of 

his left middle finger. The lesion started as a small blister at the distal 

part of his left middle finger that eventually ruptured and became ul-

cerated. There was serous discharge that did not smell foul. The pa-

tient had experienced a cat bite over his finger 1 month prior to the le-

sion’s appearance. He sought treatment at private clinics twice and 

was given multiple courses of broad-spectrum antibiotics including 

oral augmentin, but no improvement was seen. He underwent wound 

dressing at local health clinics daily and treatment for a diabetic ulcer. 

However, the lesion persisted by becoming enlarged and reaching the 

interphalangeal joint area. The patient felt pain in that area.

 On examination, his vital signs were within the normal range and 

his capillary blood glucose was 7.9 mmol/L. Examination of his left 

middle finger showed an ulcerated lesion that was tender on palpa-

tion, irregular in margin, measured approximately 2×2 cm with serous 

and bloody discharge. The skin surrounding the lesion looked normal 

with no signs of inflammation (Figure 1A, B). There were no palpable 

nodules over the dorsum of the left hand or the left forearm and no 

palpable lymph nodes.

 A full blood panel revealed a hemoglobin level of 13.0 g/dL, white 

blood count of 6.0×109/L and platelet count of 165×109/L. His baseline 

liver function and renal function test results were in the normal range. 

His latest hemoglobin A1c result was 7.9%. A skin biopsy taken from 

the lesion showed irregular epidermal hyperplasia with hyperkeratosis 

and parakeratosis. Inflammatory cell infiltration was seen within the 

epidermis. The dermal layers showed marked acute and chronic in-

flammatory cell infiltration with histiocytes. The culture media showed 

growth of S. schenckii. Culture and sensitivity tests for Mycobacterium 

tuberculosis were negative.

 Oral itraconazole 200 mg twice daily was prescribed for 4 months; 

after 2 months, the lesion showed marked improvement. The ulcer 

completely disappeared after 3 months of treatment (Figure 2), while 

the treatment was continued for 1 more month.

 Informed consent was obtained from the patient for publication of 

this case report and the accompanying images.

Figure 1. (A, B) Ulcerative lesion over the 
distal part of the left middle finger.
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DISCUSSION

Sporotrichosis infections can be cutaneous or extracutaneous. Cuta-

neous infections are most common and are subclassified into lympho-

cutaneous and fixed cutaneous types.7) Lymphocutaneous sporotri-

chosis is the most common variety, accounting for 70%–80% of cases 

of cutaneous sporotrichosis.1) Lymphocutaneous disease results from 

a lymphangitic spread of an infection.7) Fixed cutaneous sporotrichosis 

occurs less commonly and is characterized by localized lesions at the 

inoculation site.1) Extracutaneous or systemic sporotrichosis occurs 

from a hematogenous spread from the primary inoculation site, lymph 

node, or more commonly pulmonary disease in immunosuppressed 

patients.1) Dissemination to other organs and tissues such as the bones 

and joints appears to occur more often in patients with an immuno-

suppressive condition such as alcoholism, acquired immune deficien-

cy syndrome , diabetes, and long-term use of corticosteroids.4)

 The exact incubation period of the organism remains unknown and 

may range from a few days to a few months, with the average being 3 

weeks.1) After exposure to a variable incubation period, the papulo-

nodule at the inoculation site will be progressively enlarged and may 

later ulcerate (fixed cutaneous sporotrichosis) or multiple nodules will 

appear proximally along the lymphatics (lymphocutaneous sporotri-

chosis).1) In this case, the patient had a history of a cat bite over his left 

middle finger 1 month prior to the lesion’s appearance. There were no 

palpable lymph nodes along the lymphatic channels over the dorsum 

of his left hand or left forearm, so the diagnosis of fixed cutaneous spo-

rotrichosis of the left finger was made. After a further probe into his 

history, he mentioned that the cat had unhealed skin lesions. A study 

in Rio de Janeiro reported that cats were an important vehicle in the 

transmission of S. schenckii: of the 178 patients diagnosed with sporo-

trichosis, 156 reported having professional contact with cats with spo-

rotrichosis; of those, 97 had a history of a cat scratch or bite, indicating 

that the feline transmission of sporotrichosis was associated with a 

large and long-lasting disease outbreak.8)

 The diagnosis of cutaneous sporotrichosis was based on patient his-

tory, clinical examination, and laboratory analysis for the determina-

tion of sporotrichosis that included direct examination of tissue biopsy 

specimens.3,9) The culture of S. schenckii in artificial media remains the 

gold standard for the diagnosis of sporotrichosis.1) However, clinical 

suspicion is the key to the early diagnosis of cutaneous sporotrichosis. 

Furthermore, in this case, the diagnosis of fixed cutaneous sporotri-

chosis required differentiation from cutaneous tuberculosis, squa-

mous cell carcinoma, cutaneous leishmaniasis, and pyoderma gan-

grenosum.1) Apart from that, this patient had diabetes, so an unhealed 

diabetic ulcer was mistakenly diagnosed.

 The majority of patients with a sporotrichosis infection will require 

treatment to achieve resolution since its spontaneous recovery is ex-

tremely rare. There are various recommended treatment options, most 

of which are given empirically. Guidelines for the management of pa-

tients with sporotrichosis were prepared in 2007 by an expert panel of 

the Infectious Diseases Society of America.10) These guidelines are pri-

marily based on case reports, retrospective reviews, and nonrandom-

ized trials in which they provide recommendations for the manage-

ment of lymphocutaneous, cutaneous, pulmonary, osteoarticular, 

meningeal, and disseminated sporotrichosis. The treatment duration 

of sporotrichosis is usually prolonged and expensive: 3–6 months is 

needed for cutaneous sporotrichosis, but any treatment must be con-

tinued for 4–6 weeks after clinical remission is achieved to ensure a 

complete cure. The treatment of choice for uncomplicated cutaneous 

sporotrichosis infection includes itraconazole 200–400 mg/d, flucon-

azole 400–800 mg/d, terbinafine 500 mg/d (250 mg twice daily), and a 

saturated solution of potassium iodide in increasing doses.1,10)

 In conclusion, the diagnosis of sporotrichosis can be considered a 

differential diagnosis in cases of antibiotic-refractory or poorly healing 

ulcers, especially in patients with diabetes.
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