


Case report

lymphangitic sporotrichosis in a florist: clinical, mycological and therapeutic correlation.

Abstract: Sporotrichosis is a subcutaneous mycosis caused by fungi of the Sporothrix complex *Schenckii* , with a worldwide distribution and higher prevalence in the tropical and subtropical regions of the Americas, is commonly acquired through traumatic inoculation with contaminated plant material and can manifest as a nodular lymphangitic syndrome , characterized by subcutaneous nodules arranged linearly along the lymphatic vessels. The objective of this study is to describe a clinical case of cutaneous lymphangitic sporotrichosis , highlighting its clinical presentation, diagnosis, and treatment. A 44-year-old male patient, with Fitzpatrick skin phototype V/VI, presented with a dermatosis located on the dorsum of his right hand, characterized by a single ulcer and multiple erythematous nodules arranged linearly that extended to the axillary region. The diagnosis was confirmed by clinical, epidemiological, and mycological findings. Antifungal treatment was initiated, with a favorable clinical outcome. This case highlights the importance of considering sporotrichosis in the differential diagnosis of linear nodular lesions, especially in endemic areas, since early recognition and timely treatment allow for a satisfactory recovery.
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Introduction
“Sporotrichosis is a fungal disease caused by fungi of the Sporothrix family. Six species of S. schenckii have been identified as causing the disease; the three most frequent are S. schenckii , Sporothrix brasiliensis (S. brasiliensis ) and Sporothrix globosa”. 1 “It is considered  mycosis  subcutaneous plus  common in Latin America, Africa and Asia. In Latin America, the estimated annual incidence is 48 to 60 cases per 100,000 inhabitants”. 2
“Occasional cases have been reported in Europe, specifically in Italy, Spain, Portugal, the United Kingdom, and Turkey. 3 Although This mycosis  presents a  wide distribution  geographically, being  mainly in  countries like  United States, Brazil, Colombia, Guatemala, Mexico, Peru, China, India, Japan  and Australia” . 4
“For a long time  time  known as “ mycosis of  the rose” or “ mycosis of the  gardener" because  the infection  generally it turned out  of the  inoculation of  fungus in  the skin  or the  mucous membranes such as  as a consequence of  an injury  caused by  Contaminated plant matter . The fungus is found on various materials, such as wood chips, thorns, moss, straw, and soil. 5 Historically, the  sapronotic transmission ( of a  environmental source, such as  the inoculation  traumatic of  plant material  in the  cutaneous tissues  and subcutaneous  of the  individuals) was  the source  more common  of human sporotrichosis ; however, the  zoonotic infections through scratches or  cat bites have  returned each  increasingly common”. 6.7
“It should be noted  that the  factors of  virulence of  genus Sporothrix , as  thermotolerance , the  synthesis of  melanin, the  production of  Ergosterol peroxide , etc., have allowed for increased infection and invasion of pathogens. In individuals  immunocompetent, the  majority of  the cases  They are characterized  due to injuries  cutaneous such as  fixed plates  or nodular lymphangitis . Furthermore, the  infection may  progress to  an infection  chronic skin disease, or  can spread  via  hematogenous or  lymphatic to  muscles, bones  and others  organs, such as  the lungs  and the  nervous system . In these cutaneous forms  scattered or  systemic usually  partner with  Cellular immunodeficiency” . 4
We present the case of a male patient with ascending nodular lesions on his upper extremity, of subacute evolution, and with a history of contact with vegetation, whose diagnosis was confirmed by mycological culture. This report aims to highlight a case of cutaneous lymphangitic sporotrichosis in a florist, underscoring the importance of integrating clinical and mycological information as a fundamental tool for achieving timely therapeutic intervention.
2. Case presentation
Clinical History: This is a 44-year-old male patient, born and residing in Valencia, Carabobo State, Venezuela. He has no relevant personal or family medical history and works as a florist. He reports the onset of his current illness in December 2024, characterized by the appearance of an erythematous papule on the back of his right hand, following trauma while handling flowers. The lesion progressively evolved into a crusted plaque and, finally, into an ulcer. For this reason, he went to a public health center, where he was prescribed antibiotic therapy for 14 days. Given the persistence and worsening of his clinical condition, he decided to consult the dermatology service of Dr. Henrique Tejera Hospital in the city in December 2024.
 
Physical examination: Fitzpatrick skin phototype IV/VI. The patient presented with a dermatosis located on the dorsum of the right hand, characterized by a single ulcer measuring 3 × 2 cm in diameter, with wavy borders, a granular base, and scant purulent drainage (Figure 1A). In addition, multiple erythematous nodules of varying sizes (0.5 to 1 cm) were observed, arranged linearly up to the axillary region, some with a tendency to ulcerate (Figure 1B). The lesions were not painful upon movement and were not accompanied by other systemic symptoms.
Paraclinical studies reported: hemoglobin 14.4 g/dl, hematocrit 44%, erythrocytes 4.48 M/μl, leukocytes 6300 cells/mm³ (neutrophils 42%, lymphocytes 31%, eosinophils 2%), platelets 282,000/mm³, glucose 185.6 mg/dl, urea 34.9 mg/dl, creatinine 1.0 mg/dl, SGOT 23.9 IU/L, SGPT 24.1 IU/L. Serologies for HIV and VDRL were negative.
sporotrichin smear was performed : 0.1 ml was injected intradermally into the left forearm using heat-inactivated yeast cells. Forty-eight hours later, a 30 × 35 mm papule was observed.
(Figure 2).
Direct mycological examination with 20% potassium hydroxide and physiological saline revealed basophilic asteroid bodies, round or oval, with a yeast-like appearance, 3 to 5 µm in diameter, consistent with Sporothrix . Mycological culture on Sabouraud agar, incubated at 28 °C, showed white, creamy, filamentous colonies with a yeast-like appearance and a dark brown center, phenotypic characteristics of the clade Sporothrix pathogen sp . (Figure 3). The microculture incubated at 28 °C showed thin (1 to 3 µm), hyaline, septate and branched hyphae.
The analyses  laboratory  They were normal, except  mild hyperglycemia. The definitive diagnosis of lymphangitic cutaneous sporotrichosis was established by effectively correlating  Clinical findings , phenotypic characteristics of the Sporothrix culture schenckii and epidemiological history. The patient received treatment with itraconazole (100 mg twice a day for three months) and local hyperthermia. 
3. Discussion
[bookmark: _GoBack]Sporotrichosis, also known as "rose grower's disease," is a subacute or chronic fungal infection, first described by Benjamin Schenk in 1898. 1 “It is caused by thermodimorphic fungi of the Sporothrix complex , being S. schenckii (62%) and S. globosa (38%) are the most prevalent species in Venezuela. Sporothrix species They live in vegetation, organic matter, and soil, which explains their high incidence among agricultural workers and those who work outdoors. It is considered an occupational disease among foresters, horticulturalists, gardeners, and agricultural personnel”. 7.8
“It is the most common subcutaneous mycosis in Latin America, where environmental conditions (temperatures near 30 °C, soil pH between 3.5 and 9.4, and high humidity) favor its development. The fungi of the S. schenckii complex They exhibit dimorphism: in nature, they adopt a mycelial form with infective conidia, while in the host they transform into yeasts, responsible for chronic infection”. 9 “Although S. globosa is usually more common in Asia, Europe, and North America. A recent molecular study in Venezuela reported a high frequency of this species (30%), positioning it as the second most common after S. schenckii and the highest recorded in the Americas for this species”. 9,7
According to Miranda et al. (2024), in a study conducted at the Dr. Manuel Gea González General Hospital (Mexico City), with 28 patients diagnosed with sporotrichosis, 64.28% were men and 35.71% were women. “The most affected age group was 41 to 60 years, with the upper extremity being the most frequently involved area (60%) and the lymphangitic form the most prevalent, coinciding with the case presented here”. 3
Similarly, De Flammineis D et al. (2022) observed that, despite no predilection for sex or age, the most affected patients were males between 30 and 41 years of age . “Regarding the patients' occupation, it was confirmed that farmers were the most affected due to their activities and contact with organic matter, these being risk factors for the disease, consistent with what has been reported in the literature. As for the clinical manifestations, the most frequent location was the upper and lower extremities, with the presence of unilateral ulcerated plaques and nodules following a lymphatic pathway, compatible with lymphocutaneous spontrichosis” . 12
On the other hand, Barreto et al. (2021) identified that “S. schenckii predominates in the lymphocutaneous form , while S. globosa is associated with the fixed cutaneous form”. These findings are related to host immunity, virulence, and genetic diversity of the strain. 12
“Based on clinical characteristics, sporotrichosis is classified as lymphocutaneous, fixed cutaneous, multiple, mucous membrane, and systemic. The lymphocutaneous form is the most common, followed by the fixed cutaneous form. <sup>” 11 </sup> The lymphocutaneous form due to sporotrichosis represents approximately 50% of cases. It occurs after inoculation with the fungus due to minor trauma, with an incubation period of 7 days to 6 months. “The initial lesion is papulonodular , erythematous, painless, with a purplish or blackish dermal layer, which ruptures to form a small ulcer ( sporotrichous chancre ) with thickened borders, a granulomatous center, pain, and scant suppuration. Subsequently, lymphangitis develops with secondary nodules along the lymphatic tract ( sporotrichoid pattern ), which may also rupture and ulcerate. There is no impact on the general condition, and the evolution will depend on the host's immune response , the virulence of the strain, the size of the inoculum, and the depth of the lesion”. 13
“The diagnosis of sporotrichosis is based on clinical manifestations , with particular emphasis on the epidemiological characteristics of patients (origin, occupation, and traumatic events). This will allow for characterization of the disease in order to develop risk maps for future health interventions and public policy development. 12 The diagnosis is confirmed through mycological culture since it has high sensitivity and specificity”12.
Definitive diagnosis requires conversion from the mycelial to the yeast phase, achieved by subculturing on enriched media at 28–37 °C. In its saprophytic state (at 25–28 °C), it grows in its filamentous form , which, under microscopic examination, reveals the presence of thin, septate, hyaline hyphae. The conidiophores are long and thin, and from them arise simple, hyaline, oval or elongated conidia arranged in a flower-like pattern. Macroscopically, it appears as a creamy-white colony that darkens over time on media such as Sabouraud agar, requiring at least five to seven days for development. The yeast form is obtained by culturing on enriched media at 35–37 °C. In both its filamentous and yeast forms, Sporothrix is capable of producing melanin. <sup>10</sup>
The treatment of choice is itraconazole, up to 200 mg/day, for 2 to 4 weeks after complete resolution of the lesions. Therapy usually lasts between 3 and 6 months.<sup> 10</sup> This antifungal acts by inhibiting ergosterol synthesis in the fungal cell wall and can be used in both immunocompetent and immunocompromised patients. 
Itraconazole is used to treat sporotrichosis. According to the Infectious Diseases Society of America's Mycosis Study Group, itraconazole is considered the drug of choice for lymphocutaneous or fixed cutaneous sporotrichosis due to its good tolerability and low relapse rates. It is suggested that most patients would benefit from a dose of 100 to 200 mg/day and that a period of 3 to 6 months is sufficient to cure most cases. <sup> 14</sup>
“Especially for patients with limited budgets and those with contraindications to itraconazole, effective treatment of sporotrichosis can be achieved with oral potassium iodide; however, this remains a subject of debate”. 14 Local hyperthermia consists of the daily application of warm compresses (42-43 °C) for 40-60 minutes. S. schenckii It is sensitive to heat: its growth slows down above 40 °C and it dies at 45 °C. 2, 14, 15
After two months of treatment with oral itraconazole and local hyperthermia, the ulcer resolved and the nodules decreased in size. Three months later, complete improvement was observed, with residual post-inflammatory hyperpigmentation (Figure 4).
Conclusion
In conclusion, the study of ulcerative lesions requires a meticulous protocol aimed at determining their etiopathogenesis. The accurate identification of clinical manifestations is essential for their proper classification and, consequently, for choosing a timely diagnostic and therapeutic approach. Furthermore, mycological culture, with a sensitivity of 90–94% for the identification of Sporothrix, is also important. The use of the Schenckii test has become a valuable diagnostic tool. Itraconazole remains the first-line treatment, thanks to its good tolerability and low relapse rate, reinforcing its role in the effective management of this subcutaneous mycosis.





	Figure 1. A. Single ulcer 3 cm x 2 cm in diameter, with wavy border, granular base and scant purulent secretion.


	Figure 1. B. Multiple erythematous nodules, varying in size between 0.5 cm and 1 cm, following a linear path and extending to the axillary region; some have a tendency to ulcerate.
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	(Figure 2) Intradermal reaction test, 30 x 35 mm papule at 48 hours .
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	(Figure 3) Mycological culture White, creamy, yeast-like filamentous colonies with a center that turns dark brown .
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	(Figure 4) After three months of treatment, complete improvement was observed with the presence of post-inflammatory hyperpigmentation .
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