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Short Communication 
 
Fixed cutaneous 
sporotrichosis: a diagnostic 
challenge overcome by 
incidental discovery of 
asteroid bodies  

Sir, sporotrichosis, a subcutaneous infection 

caused by the dimorphic fungus Sporothrix 

schenckii, has two major variants, the 

commoner lymphangitic form and the rarer but 

morphologically more variable fixed form.1 

Here we report a case of fixed sporotrichosis 

where atypical morphology and absence of 

fungal growth in culture presented a 

considerable diagnostic difficulty. 

A 40-year-old lady came to our hospital with 

single 3.5cm x 2.5cm erythematous ulcerated 

plaque over her right forearm for 3 years 

(Figure 1). The surface of the lesion was 

crusted at most parts. On palpation the plaque 

was mildly tender. Patient had history of 

intermittent purulent discharges from the 

lesion. Though she had worked in the fields 

and garden for many years, no specific history 

of prick or local trauma could be elicited. No 

significant lymphadenopathy could be 

detected. Initially our clinical differentials 

included lupus vulgaris and atypical 

mycobacterial infection. 

Complete blood count and all other routine 

baseline parameters did not reveal any 

abnormality. Mantoux test showed 4mm 

induration with 5 TU. Fungal culture report 

was negative. Ziehl-Neelsen staining and 

mycobacterial culture turned up negative for 

acid-fast bacilli. 

Skin biopsy for histopathology showed 

neutrophilic abscess in the deep dermis 

surrounded by mixed inflammatory infiltrate 

 
Figure 1 Ulcerated and crusted plaque in right 

forearm. 

 

 
Figure 2 Asteroid body surrounded by a mixed 

infiltration of inflammatory cells. 

 

 
Figure 3 lesion completely healed with scarring. 
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composed of lymphoid cells, eosinophils, 

plasma cells and epitheloid cells. However, in 

careful inspection we could find a few asteroid 

bodies in couple of fields.(Figure 2). We 

made a working diagnosis of sporotrichosis 

and a therapeutic trial with saturated solution 

of potassium iodide (SSKI) was started as an 

in-patient basis. The initial dose was 5 drops 

three times daily which was gradually 

increased to 15 drops three times daily. Patient 

started showing improvement and after 4 

weeks her lesion healed completely with mild 

scarring (Figure 3). She tolerated the 

medication well which was gradually tapered 

of it in another month. She was closely 

followed up for 4 months and did not show 

any sign of recurrence.  

Sporotrichosis occurs both in temperate and 

tropical countries. The fungus grows on 

decaying vegetable matter. Mine workers may 

harbor the fungus without having 

sporotrichosis.2 The disease may occur in other 

groups occupationally exposed to the 

organism, such as workers using straw as 

packing material, forestry workers, florists or 

gardeners.3 In most cases of cutaneous 

sporotrichosis, the fungus is introduced into 

the skin through a local injury and in the fixed 

variety the pathogen remains localized at the 

point of inoculation.4 

Lymphocutaneous sporotrichosis accounts for 

almost 70% of the cases of sporotrichosis.5
 

This variety of sporotrichosis presents a 

distinctive clinical picture, with nodules and 

ulcers arranged linearly along the lymphatics 

with thickened lymphatic cords between the 

nodules, usually on exposed skin.6 Fixed form 

occurs in about 15% cases and may be 

acneiform, nodular, ulcerated, verrucous, 

infiltrated plaques or red scaly patches. 

Contrary to other clinical forms, the localized 

form is associated with a high host-resistance 

wherein the sporotrichin test is positive, 

spontaneous resolution is not uncommon and 

response to SSKI is better. These 

characteristics suggest an immunological 

spectrum for the disease-fixed cutaneous 

sporotrichosis with a well-developed immune 

response at one end, lymphocutaneous and 

disseminated forms with poorly developed 

immune response at the other end of the 

spectrum.5 The fixed cutaneous type is more 

difficult to diagnose and may be mistaken for 

other causes of a persistent, non-healing ulcer 

or nodule, chiefly tuberculosis7 and atypical 

mycobacteria.8 

In our patient the diagnosis of sporotrichosis 

was extremely difficult because of atypical 

clinical presentation and negative fungal 

culture. However, an incidental finding of 

asteroid body in biopsy gave us an important 

diagnostic clue. Though asteroid body can be 

found in other infective and granulomatous 

conditions including sarcoidosis, a provisional 

diagnosis of fixed cutaneous sporotrichosis 

was made on clinicopathological correlation. 

A trial of SSKI confirmed the diagnosis as the 

lesion completely healed with minimal 

scarring. 
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