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Introduction

Sporotrichosis is a subacute or chronic mycosis caused by a 
thermodimorphic fungus of the genus Sporothrix. It is consid-
ered a cosmopolitan disease, mainly in tropical and subtropical 
regions, and is endemic in Latin America [1]. In Brazil, there are 
two modes of transmission to humans: traumatic inoculation 
with contaminated soil and organic matter, and zoonotic trans-
mission (infected felines) [1,2].

Sporotrichosis can be either cutaneous or extracutaneous, 
the former being more frequent. The cutaneous forms include 
lymphocutaneous, localized cutaneous and cutaneous by mul-
tiple inoculations. In the extracutaneous forms, various organs/
systems can be affected, including the kidneys, lungs, heart and 
the ocular, nasal and genital mucosae, as well as the possibility 
of immunoreactive forms [3].

Classically, the disease manifests 2-4 weeks after the trauma 
as a papulonodular lesion at the inoculation site, most frequent-
ly located on the extremities in adult patients (sporotrichotic 
chancre), which may ulcerate and form fistulas. Nodules and 
gummas can appear and progress via lymphatic pathways (lym-
phangitis).

Itraconazole, potassium iodide, oral terbinafine and intrave-
nous amphotericin B are the most commonly used drugs in Bra-
zil for the treatment of sporotrichosis [1]. In the fixed cutaneous 
and lymphocutaneous variants, itraconazole is recommended 
as the first choice, even in immunosuppressed patients [1,4,5]. 
Potassium iodide was the initial treatment of choice for the 
lymphocutaneous and localized variants of sporotrichosis but 
it was later replaced by itraconazole due to easier dosing, al-
though they present equivalent levels of efficacy and evidence. 
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Figure 1: Erythematous-infiltrated plaque with verrucous and 
irregular borders, approximately 4 cm in diameter, located in the 
left zygomatic region.

Notable side effects of potassium iodide include a metallic taste 
in the mouth and gastrointestinal intolerance symptoms [4,5]. 
Fluconazole is considered a second-line therapeutic option with 
inferior efficacy [4,6]. Amphotericin B deoxycholate, or prefer-
ably one of its lipid forms (lipid complex or liposomal), is the 
drug of choice for the treatment of severe and disseminated or 
life-threatening forms [1,4,7,8].

In the present report, we present an uncommon case of 
sporotrichosis manifesting on the face with a relatively atypical 
clinical presentation, which responded satisfactorily to treat-
ment with potassium iodide.

Case presentation

A 65-year-old male patient, a farm worker from the interi-
or of São Paulo, Brazil, presented to the Dermatology Clinic of 
the Hospital das Clínicas, School of Medicine, University of São 
Paulo, reporting a verrucous lesion on his face for 4 months. 
He reported that the condition began after an accidental fall at 
his workplace, resulting in a facial injury. Following the fall, a 
small wart-like lesion appeared at the site, initially discharging 
purulent secretion. Upon seeking medical assistance, he was 
treated with oral and topical antibiotics for 15 consecutive days, 
but with no improvement. As the lesion progressed, he was re-
ferred to our clinic, where he presented with an erythematous-
infiltrated plaque with verrucous and irregular borders, painful, 
approximately 4 cm in diameter, located in the left zygomatic 
region. On clinical examination, there were no mucosal lesions 
or regional lymphadenopathy (Figure 1).

Skin fragments were collected from the lesion to establish 
a diagnosis. Direct mycological examination of the collected 
material was negative. Histopathological examination revealed 
suppurative granulomatous dermatitis with interspersed plas-
ma cells, pseudoepitheliomatous hyperplasia, and neutrophilic 
exudation (Figure 2). Specific stains like Fite Faraco and Grocott 
did not demonstrate acid-fast bacilli or fungi, respectively. Fun-
gal culture on Sabouraud dextrose agar with chloramphenicol 
at 25oC showed a whitish membranous colony with a blackened 
peripheral halo. Culture at 37oC exhibited a yeast-like appear-
ance. Microscopic examination of the microculture revealed 
septate hyphae with conidiophores bearing conidia arranged 
in a bouquet-like formation at the apex, suggestive of infection 
by fungi of the genus Sporothrix (Figure 3). Molecular biology 
methods were not employed for species identification. Serolog-
ical tests for syphilis, HIV, renal function evaluation, and blood 
glucose were normal or negative, but the patient tested positive 
for hepatitis C with normal liver enzymes.

Once the diagnosis of sporotrichosis was confirmed, treat-
ment was initiated with potassium iodide in distilled water at 
a dose of 1 mg/kg/day. The medication was well tolerated, 
with the patient reporting only occasional metallic taste in the 
mouth, and there was no need to suspend or adjust the dose 
administered. Monthly outpatient visits were conducted for 
follow-up, and at the end of 6 months of treatment, the patient 
showed complete resolution of the lesion, prompting discon-
tinuation of the medication (Figure 4). The patient has been 
followed in outpatient care for 5 months since the end of treat-
ment without recurrence of the condition.

Figure 2: Histopathology revealing suppurative granulomatous 
dermatitis with interspersed plasma cells, pseudoepitheliomatous 
hyperplasia, and neutrophilic exudation.

Figure 3: Septate hyaline hyphae with conidiophores, at whose tips 
the conidia are arranged in a bouquet-like formation.

Discussion

Sporotrichosis exhibits a worldwide distribution with focal 
areas of hyperendemicity. It is particularly common in tropical/
subtropical regions and temperate zones with warm and humid 
climates, which favor the growth of saprophytic fungi. However, 
large outbreaks have occurred in other locations as well [9,10]. 
Its global incidence is unknown, but Japan, China, Australia, 
Central and South America (Mexico, Brazil, Colombia, Peru), and 
India (along the Sub-Himalayan region) account for the majority 
of cases [11,12]. The disease is caused by dimorphic fungi of the 
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Figure 4: Complete resolution of the lesion after 6 months of treat-
ment.

genus Sporothrix, with 53 species currently recognized through 
phylogenetic analyses. The species most commonly associated 
with the disease include S. brasiliensis, S. schenckii, S. globosa 
and S. luriei, whose distributions vary geographically [13].

Infection typically occurs through traumatic inoculation of 
fungal fragments found in soil, plants and contaminated organic 
matter, or via zoonotic transmission. The presentation and clini-
cal course of sporotrichosis are highly heterogeneous, depend-
ing on the site and method of inoculation, pathogen virulence, 
and host immune response. This variability makes diagnosis 
challenging, with multiple differential diagnoses, particularly in 
localized forms. Differential diagnosis should include chromo-
blastomycosis, American cutaneous leishmaniasis, paracoccidi-
oidomycosis, cutaneous tuberculosis, squamous cell carcinoma, 
keratoacanthoma, and pyoderma gangrenosum [13-15].

Despite itraconazole being considered first-line treatment in 
adults and the elderly, our patient had a positive serology for 
hepatitis C. Therefore, potassium iodide was chosen for treat-
ment, primarily due to its ease of administration. Our experi-
ence with potassium iodide has shown rapid resolution and 
cure of the disease, good safety, and low recurrence rates. Po-
tassium iodide exhibits anti-inflammatory and immunomodu-
latory actions, inhibiting biofilm formation in both filamentous 
and yeast phases of the fungus [16-19].

Conclusion

The case presented highlights the importance of early and 
accurate diagnosis of verrucous lesions, particularly in elderly 
patients and those with lesions in sun-exposed areas, where dif-
ferential diagnosis with neoplastic lesions and other relatively 
common deep mycoses in rural environments is imperative. The 
case also underscores the effectiveness of potassium iodide in 
treatment - a low-cost medication virtually free of side effects 
and easy to administer, allowing for outpatient management of 
the patient.
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