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Sporotrichosis,
Plain of Jars,
Lao People’s
Democratic
Republic
To the Editor: In May 2003, a
previously healthy, 42-year-old rice
farmer and miller, living on the Plain
of Jars (Xieng Khuang Province) in
northeast Lao People’s Democratic
Republic (PDR) (Laos), dehusked and
polished glutinous rice in her handoperated rice mill. While milling, her
hand slipped, removing the skin covering the interpharyngeal joint of her
right index finger, on a dusty, wooden
part of the machine. She did not recall
the implantation of a wood splinter.
During the following 4 weeks, multiple firm, erythematous lesions developed, which were not tender, fluctuant, or itchy, at the site of the injury
and on the medial and anterior aspects
of the lower and upper arm (Figure).
The lesions spread proximally from
the site of injury, but they remained
confined to her right arm. She had no
fever, and no lymphadenopathy
developed. Her household had no
domestic animals, including cats. No
systemic disease developed, and she
showed no evidence of immunosup1496

pression, diabetes, or alcoholism.
While waiting for a diagnosis, she
persuaded a surgeon to excise all the
lesions, but they soon recurred. She
believed that the only solution would
be to have her arm amputated. Initial
biopsy specimens demonstrated no
organisms and showed no growth on
Sabouraud dextrose agar. Without
facilities for further fungal diagnostic
work in Lao PDR, but with a probable
clinical diagnosis of sporotrichosis,
we sent one of the excised lesions to
Taiwan for molecular analysis by previously described methods (1,2).
Polymerase chain reaction (PCR) was
negative for mycobacteria but positive for Sporothrix schenckii, the
cause of sporotrichosis, and the diagnosis was confirmed by sequencing
the 18S rRNA gene, which showed
100% identity to that of S. schenckii
(1,2). The lesions resolved with 6
months of oral itraconazole therapy
(100 mg every 12 h).
S. schenckii is a dimorphic fungus
found in soil, hay, decaying vegetation, and moss. Persons exposed to
these environmental foci, such as
farmers and gardeners, are especially
at risk. Percutaneous inoculation is
presumably the main method of infec-

tion, although inhalation and insect
and mammal bites and scratches, especially from armadillos and cats, have
been implicated (3,4). Our patient presumably contracted the fungus from
the wood frame of the milling
machine. In the 1940s, contamination
from untreated wood was responsible
for an epidemic that affected ≈3,000
gold miners in South Africa (from timbers in the mine). Lymphocutaneous
sporotrichosis is the most frequent
presentation, and the traditional treatments are oral saturated potassium
iodide solution and local hyperthermia, but oral itraconazole for 3 to 6
months is now recommended (3,4).
Sporotrichosis has been described
from North and South America,
Europe, and Japan. In Asia and
Australasia, it has been described
from India (5), Taiwan (1), Australia
(6), and Thailand (7), but apparently
not from Laos, Cambodia, and Burma
(Myanmar). Serologic evidence for
human sporotrichosis infection is
found in highland areas of southwest
Vietnam (8). At least in part, the relative paucity of reports probably
reflects the lack of sophisticated
fungal diagnostic techniques in much
of Southeast Asia. Some evidence

Figure. Lesions on the right arm of the patient.
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suggests that sporotrichosis is more
prevalent in tropical environments
with relatively cool temperatures and
high humidity such the Peruvian
Andes (9), northwest India (5), southwestern Vietnam (8), and in Laos in
the Plain of Jars. If this environmental
association is correct, sporotrichosis
may occur more extensively in the
cooler humid areas of Asia, such as
the highlands of China, Laos,
Vietnam, and Burma. Sporotrichosis
can disseminate in HIV-infected
patients, and this syndrome may
increase as the prevalence of HIV
infection rises in these areas.
With 73% of the Lao population
living on <US$2/day (10) and one
accessible microbiologic culture laboratory in Laos, PCR is not an available
local routine diagnostic technique. We
were fortunate to have access to an
overseas diagnostic facility, which
allowed confirmation of the clinical
diagnosis before the patient received a
prolonged course of a drug with
adverse effects and drug interactions.
Diagnosis by histopathologic
examination and culture may be difficult, and identifying laboratories in
different regions of the subtropics and
tropics with an interest in diagnosis of
sporotrichoid lesions and the capability to perform culture and PCR would
facilitate the diagnosis and awareness
of this disease. Itraconazole, which has
become the drug of choice for lymphocutaneous sporotrichosis, is expensive.
Saturated solution of potassium iodide
is an inexpensive alternative and
appears to be effective, although
adverse effects occur frequently (3,4).
Acknowledgments
We thank the patient and Chanpheng
Thammavong, Tran Xuan Mai, Mayfong
Mayxay, and Tran Duc Si for their help.
This study was part of the Wellcome
Trust–Mahosot Hospital–Oxford Tropical
Medicine Research Collaboration, funded
by the Wellcome Trust of Great Britain.

Paul N. Newton,*†
Wen-Hung Chung,‡
Rattanaphone Phetsouvanh,*
and Nicholas J. White*†§
*Mahosot Hospital, Vientiane, Lao People’s
Democratic Republic; †Churchill Hospital,
Oxford, United Kingdom; ‡Chang Gung
Memorial Hospital, Taipei, Taiwan,
Republic of China; and §Mahidol
University, Bangkok, Thailand

References
1. Hu S, Chung WH, Hung SI, Ho HC, Wang
ZW, Chen CH, et al. Detection of
Sporothrix schenckii in clinical samples by
a nested PCR assay. J Clin Microbiol.
2003;41:1414–8.
2. Telenti A, Marchesi F, Balz M, Bally F,
Bottger EC, Bodmer T. Rapid identification
of mycobacteria to the species level by
polymerase chain reaction and restriction
enzyme analysis. J Clin Microbiol.
1993;31:175–8.
3. Kauffman CA. Sporotrichosis. Clin Infect
Dis. 1999;29:231–7.
4. Kauffman CA, Hajjeh R, Chapman SW.
Practice guidelines for the management of
patients with sporotrichosis. Clin Infect
Dis. 2000;30:684–7.
5. Ghosh A, Chakrabarti A, Sharma VK,
Singh K, Singh A. Sporotrichosis in
Himachal Pradesh (north India). Trans R
Soc Trop Med Hyg. 1999;93:41–5.
6. Pinn TG. Sporotrichosis in a Queensland
bushwalker. Med J Aust. 1998;169:287.
7. Kwangsukstith C, Vanittanakom N,
Khanjanasthiti P, Uthammachai C.
Cutaneous sporotrichosis in Thailand: first
reported case. Mycoses. 1990;33:513–7.
8. Tran Xuan M, Tran Thi H, Tran Thi KD.
Diagnosis of sporothrix by direct slide
agglutination method and immunoperoxidase ELISA. Journal of the University of
Medicine and Pharmacology of Ho Chi
Minh City, Vietnam. 1994;(Suppl 2):
280–8. [Vietnamese]
9. Pappas PG, Tellez I, Deep AE, Nolasco D,
Holdago W, Bustamante B. Sporotrichosis
in Peru—description of an area of hyperendemicity. Clin Infect Dis. 2000;30:65–70.
10. United Nations Development Programme.
Human development indicators, 2004.
[Available from http://hdr.undp.org/reports/
global/2004/ (cited 17 Jul 2005)].
Address for correspondence: Nicholas J. White,
Faculty of Tropical Medicine, Mahidol
University, 420/6 Rajvithi Rd, Bangkok 10400,
Thailand; fax: 66-2-354-9169; email: nickw@
tropmedres.ac

West Nile Virus
Antibodies in
Colombian Horses
To the Editor: West Nile Virus
(WNV) is rapidly spreading in the
Western Hemisphere (1). We report
the first evidence for WNV transmission in South America.
WNV is serologically related to
the Japanese encephalitis complex of
flaviviruses (Flaviviridae), which
includes Saint Louis encephalitis
virus (SLEV) (in North and South
America), Japanese encephalitis virus
(Asia), and Murray Valley encephalitis virus (Australia) (2). Because of
antigenic cross-reactivity within this
complex, WNV serologic diagnosis
requires highly specific assays, such
as the plaque-reduction neutralization
test (PRNT) (3). We used PRNT to
evaluate serum collected from 130
healthy equines (horses and donkeys)
in Colombia, where WNV had not
been previously reported. These
equines were sampled between
September 15 and October 29, 2004,
in the northern departments of
Córdoba and Sucre in the Caribbean
region of Colombia. Samples were
heat-inactivated and titrated by PRNT
for antibodies to WNV, SLEV, and 3
other South American flaviviruses:
Rocio, Ilhéus, and Bussuquara.
Twelve specimens (9%) from 10 different premises tested positive for
WNV (Table). None of these animals
had been vaccinated against WNV or
had traveled outside of the region. An
equine immunoglobulin (Ig) M-capture enzyme-linked immunosorbent
assay (ELISA) that used WNV antigen detected anti-WNV IgM in 2 of
the 12 specimens, which indicated
that some of these infections were relatively recent (probably within 3
months of sampling). The positive
findings in both Córdoba and Sucre
were corroborated by a WNV-specific
blocking ELISA (4). Numerous other
samples exhibited flavivirus reactivity
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