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Introduction 
A sporotrichoid pattern, or nodular lymphangitis, 
describes a distinctive clinical presentation in which 
inflammatory nodules spread linearly along the path 
of lymphatic drainage. It is the classic manifestation 
of sporotrichosis caused by Sporothrix schenkii, but it 
can also result from cutaneous inoculation with 
Mycobacterium, Leishmania, or Nocardia species, as 
well as several other inflammatory and neoplastic 
conditions [1, 2]. 

Case Synopsis 
A 65-year-old man presented to our department 
with a three-month history of cutaneous nodules 
spreading along the lateral aspect of his left hand 
and forearm. He recalled a rose thorn injury to the left 
thumb previous to the development of the lesions. 
He also reported recreational contact with an 
aquarium that he cleaned regularly. His medical 
history was only remarkable for arterial 
hypertension, for which he was taking medication. 
Before our visit, the patient had already been treated 
with several courses of antibiotics without 
improvement and was empirically medicated with 
itraconazole 200mg/day for the previous two weeks. 

Physical examination revealed several erythematous 
nodules in a linear configuration from the left thumb 
to the middle third of the forearm (Figure 1). 
Laboratory parameters were within normal limits, 
except for a slightly increased alanine 
aminotransferase and alkaline phosphatase. 
Histopathological analysis of a skin biopsy revealed a 
dermal infiltrate of lymphocytes and plasma cells 
surrounding epithelioid granulomas (Figure 2) with 
central necrosis and giant multinucleated cells 
(Figure 3). Periodic acid-Schiff and Ziehl-Neelsen 
stains were negative. Nevertheless, the histological 
findings were compatible with a diagnosis of 
sporotrichosis. The patient continued treatment 
with itraconazole while waiting for the remaining 
microbiological test results. 

Real-time polymerase chain reaction (PCR) 
performed on biopsy tissue was negative for all 
microorganisms tested, including Sporothrix schenkii 
and mycobacterial species. Routine cultures of the 

Abstract 
A sporotrichoid pattern describes a clinical 
presentation in which inflammatory nodules spread 
along the path of lymphatic drainage, being reported 
in association with several infectious, neoplastic, and 
inflammatory skin conditions. Herein, we report a 65-
year-old man presenting with a three-month history 
of erythematous nodules in a linear distribution 
along the left hand and forearm. He reported recent 
rose gardening and regular contact with an 
aquarium. The diagnosis was made through culture 
of skin biopsy tissue and isolation of Mycobacterium 
marinum. The patient was treated with a 
combination of clarithromycin and rifampicin and 
clinical resolution was evident within two months. 
We present a patient with a sporotrichoid cutaneous 
infection by Mycobacterium marinum, highlighting 
that even with the availability of novel 
microbiological detection techniques, tissue culture 
remains an essential tool for diagnostic confirmation. 
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biopsy specimen were negative for both bacterial 
and fungal infection. However, several weeks later, 
mycobacterial culture revealed a strain of 
Mycobacterium marinum, thus confirming the 
diagnosis of this atypical mycobacteriosis. 

Antibiotic therapy was initiated with clarithromycin 
500mg twice daily, to which rifampicin 600mg/day 
was added after normalization of hepatic analytical 
parameters. Complete resolution of the skin lesions 
was evident after two months of treatment and 
antibiotics were maintained until completing 6 
months of therapy. 

 
Case Discussion 
Mycobacterium marinum is a slow-growing 
nontuberculous mycobacterium with a worldwide 
distribution in both fresh and salt water. Although 
being considered an endemic fish pathogen [3, 4], it 
causes infection in humans owing to contact with 
contaminated water, followed by bacterial 
inoculation onto traumatic breaks in the skin [5, 6]. 
Recently, it is often linked with aquarium 
maintenance, thus being known as “fish-tank 
granuloma” [7, 8]. 

The median incubation time is around three weeks, 
but it can be as long as 9 months [3, 9]. Owing to an 
optimal growth at 30-32ºC, infection is generally 
localized to the skin where body temperature is 
slightly lower. It clinically presents as a solitary 
papulo-nodule at the inoculation site, commonly the 
hands and fingers, related to aquatic exposure and 
trauma [4, 7]. In 20% of patients, proximal extension 
of the infection through lymphocutaneous spread 
gives rise to a sporotrichoid pattern. Less frequently, 
the disease can progress to involve deeper 
structures, resulting in tenosynovitis, arthritis, or 
osteomyelitis [8]. 

Given its indolent nature and atypical clinical 
manifestations, diagnostic delay is common [6]. Our 
patient also reported exposure to different sources 
of infection and possible pathogens, thus increasing 
the dilemma. The main condition in the differential 
diagnosis in this case was with sporotrichosis, the 

 
 

Figure 2. Confluent epithelioid granulomas in the dermis, 
surrounded by fibrosis and infiltration of lymphocytes and 
plasma cells (H&E, 40×). 
 

‘ 

Figure 1. Multiple linear erythematous nodules along the lateral 
aspect of the left hand and forearm and close-up of one of the 
lesions. 
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most common cause of nodular lymphangitis. In the 
appropriate clinical setting, cutaneous nocardiosis or 
leishmaniasis may need to be considered, as well as 
other bacterial, fungal, or protozoal infections [1, 2]. 
In rare cases, inflammatory dermatoses and 
neoplastic conditions, such as cutaneous lymphoma, 
squamous cell carcinoma, or keratoacanthoma can 
also present in a sporotrichoid pattern [2]. 

Histopathological examination is not particularly 
helpful in diagnosing this atypical mycobacteriosis 
[4]. It frequently reveals granulomatous 
inflammation, but this finding has poor specificity as 
it can mimic other infectious processes [3, 9]. An acid-
fast bacilli stain is positive in a minority of cases [4, 8]. 

The use of molecular techniques to accelerate 
bacterial detection has been increasingly reported 
[9, 10]. However, real-time PCR appears to have low 
sensitivity in identifying nontuberculous 
mycobacterium [10, 11], which may relate to specific 
decontamination methods that reduce 
mycobacterial viability [11]. This may explain the 
false-negative result in our case. Therefore, culture of 
a cutaneous biopsy specimen on Löwenstein-Jensen 
media remains the gold-standard for laboratory 
diagnosis, being reported positive in 70 to 80% of 
cases [4, 7]. 

There are currently no formal guidelines of treatment 
for Mycobacterium marinum infection. Most 
commonly used agents include clarithromycin, 
ethambutol, and rifampicin [3]. Combination therapy 
is recommended in severe cases, as those with 
sporotrichoid distribution [4-6]; treatment should be 
maintained for a minimum of two months after 
lesions have healed [1, 7]. Adjunctive surgical  

treatment is reserved for cases of deeper infections 
with subcutaneous involvement [8]. 

 
Conclusion 
In summary, we present a case of a sporotrichoid 
cutaneous infection by Mycobacterium marinum. A 
detailed history is essential in order to establish a 
presumptive diagnosis, but exposure to different 
sources of infection can sometimes be a 
confounding factor and an important cause of 
diagnostic delay. This case also highlights that 
sophisticated microbiological detection techniques 
are not entirely infallible and mycobacterial culture 
still remains essential in many cases. 
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Figure 3. Visualization of giant multinucleated cells at higher 
magnification (H&E, 100×). 
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