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A Micaceous Plaque on the Elbow of an Older Adult
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Figure. A, Well-circumscribed pink, scaly plaque on the right elbow. B and C, Hematoxylin-eosin-stained sections reveal psoriasiform epidermal hyperplasia
overlying suppurative granulomatous infiltrates with multinucleate giant cells and rare eosinophilic spheroid forms.

An older adult presented with a history of a mildly pruritic plaque on the elbow at the site
of a priorinjury. The medical history was unremarkable, and findings of a review of systems

WHAT IS YOUR DIAGNOSIS?

were negative. The patient had been treated in the past with topical steroids without im-

provement, and the size of the lesion had continued to grow slowly. Physical examination

A. Sporotrichosis

findings revealed a solitary, well-circumscribed pink plaque with overlying yellow-white

micaceous scale with interspersed punctate hemorrhagic crusts (Figure, A). Lymphade-

B. Koebnerized psoriasis vulgaris

nopathy was not identified. Punch biopsy for histopathologic examination was per-

formed, with representative sections shown (Figure, B and C).

Diagnosis
A. Sporotrichosis

Discussion

Histopathologic evaluation revealed psoriasiform epidermal hyper-
plasia overlying suppurative granulomatous inflammation. Occa-
sional round, eosinophilic yeast forms were identified. Tissue cul-
ture results confirmed infection by Sporothrix schenckii, and the
patient was diagnosed with fixed cutaneous disease. Because of a
drug interaction with itraconazole, the patient was prescribed ter-
binafine, 250 mg daily, but was lost to follow-up.

Sporotrichosis is a deep fungal infection caused by thermal di-
morphic fungi of the Sporothrix schenckii species complex. Like other
saprophytic fungi, it is found in high prevalence in tropical climates,
especially Latin America; however, infections occur globally. At in
vitro temperatures, the organism transitions to an infectious yeast
phase from the mycelial form seen in nature.! Transmission typi-
cally occurs via direct inoculation from plants or plant-related ma-
terials, including soil, splinters, and thorns, making it an occupa-
tional hazard (such as in farmers, gardeners, and florists). The
incubation period is typically 3 weeks but may last several months.
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C. Granulomatosis with polyangiitis

D. Sarcoidosis

A history of trauma is not always elicited because it is typically
minor and oft forgotten.?

Clinically, sporotrichosis is classified as cutaneous or extracuta-
neous with the former divided into 3 subtypes: lymphocutaneous
(up to 80% of cases), fixed cutaneous, and disseminated cutaneous
disease.? The classic lymphocutaneous presentation begins with a
sporotrichotic chancre, which is a papulonodule at the site of inocu-
lation followed by subsequent painless lesions along proximal lym-
phatics. The clinical morphology is protean and includes nodules,
plaques, ulcers, draining sinuses/fistulas, subcutaneous masses, pyo-
derma gangrenosum-like lesions, or verrucous plaques.® Lesions
mimicking psoriasis have been reported but are uncommon.* The
differential diagnosis of sporotrichoid spread includes atypical my-
cobacterial infection, tularemia, leishmaniasis, and nocardiosis, among
others. Fixed cutaneous disease most commonly presents on the face
and s thought to result from prior hostimmunity to the organism. Pro-
gression from fixed cutaneous disease to systemicinvolvement is un-
common unless the patient becomesimmunocompromised, in which
case hematogenous dissemination s possible.® Sporotrichosis canalso
induce animmunoreactive state manifesting as erythemanodosum,
reactive arthritis, Sweet syndrome, or erythema multiforme.’
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Unlike other deep fungal infections, identification of the
organism on histologic examination is notoriously difficult, and tis-
sue culture is the criterion standard. When present, the organism
stains with periodic acid-Schiff or Grocott methenamine silver and
appears as budding yeasts measuring 3 to 8 pm.? Asteroid bodies
or Splendore-Hoeppli phenomenon may also be seen but are non-
specific findings.

Itraconazole, 200 mg daily until 2 to 4 weeks after clinical clear-
ance, is the first-line treatment for uncomplicated disease. Terbin-
afine has also been shown to be effective and may be used as an
alternate therapy; however, substantial data are not available to rec-
ommend it as a first-line option.® Saturated solution of potassium
iodide, historically a common treatment, is still an option, particu-
larly in resource-limited settings or in immunoreactive disease
states.! Amphotericin B is used for disseminated or systemic dis-
ease or potentially in the setting of HIV infection or pregnancy.®

Local treatments shown to have some efficacy in treating cutane-
ous disease include electrosurgery and cryotherapy.”®

In conclusion, psoriasiform presentations of sporotrichosis are
uncommon and represent a diagnostic pitfall, especially when
encountered in fixed cutaneous disease, which lacks the classic spo-
rotrichoid pattern. Biopsy is necessary to exclude potential mimick-
ers and to establish the inflammatory reaction pattern. Psoriasis
features similar epidermal changes to that seen in this patient's case
but would not be accompanied by granulomatous infiltrates. Sar-
coidosis, aclinically protean disease, may histologically display pso-
riasiform epidermal hyperplasia; however, well-formed epithelioid
granulomas are the characteristic histologic finding, in contrast to
the suppurative granulomas seen in this patient, the latter of which
is highly suggestive of infection. Granulomatosis with polyangiitis
is typified by a necrotizing vasculitis that often manifests clinically
as purpura or pyoderma gangrenosum-like ulcerations.
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