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months without toxic effects, and cultures of sputum became
negative after the fourth month. The patient’s functional status
stabilized, and she regained most of her lost weight. Unfortunately,
she died from progressive pulmonary hypertension in June 1991.

DiscussION

Sporotrichosis is most often acquired as a primary infec-
tion from the inhalation of conidia. Two radiologic patterns
are recognized: (1) involvement of the tracheobronchial
lymph nodes; and (2) chronic cavitary disease. This patient
represents an 8-year course of chronic cavitary disease with
fever, cough, malaise, weight loss, and nodular apical masses
associated with thin-walled cavities, fibrosis, and pleural
thickening. Her smoking history is consistent with other
reported cases and seems to confer susceptibility to infec-
tion. Although her history of exposure to tuberculosis was
strong, she was repeatedly evaluated for tuberculosis over
the 8-year period, and all cultures were negative.

Medical treatment of chronic cavitary pulmonary sporo-
trichosis has been unsatisfactory.® Unlike the cutaneous form
of the disease, SSKI usually is ineffective. Amphotericin
alone, even in doses greater than 2 g, has been associated
with failure, especially if surgical resection cannot be
performed. Most reviews emphasize that surgical removal
of the infected tissue has proven to be the most effective
therapy.?

The use of azole antifungal agents for sporotrichosis has
met with partial success for cutaneous disease but not for
pulmonary disease. Calhoun et al* reported that 8 of 11
patients with deep-seated sporotrichosis (no pulmonary
cases) had a response to ketoconazole, 400 to 800 mg/day,
when treated for more than 1 year. Dall and Salzman®
reported failure of ketoconazole in chronic pulmonary forms
of the disease.

Itraconazole is an investigational triazole antifungal agent
with in vitro activity against sporotrichosis at achievable
serum levels. Restrepo et al® treated 17 patients with
lymphocutaneous disease with 100 mg/day for an average of
115 days. All had resolution of their disease. Lavalle et al’
and Borelli# also reported success with itraconazole in
cutaneous or deep subcutaneous disease. Baker et al®
reported a case of fungemia with an amphotericin B-resistant
isolate of S schenckii that responded to itraconazole. We
believe that this is the first case of chronic cavitary disease
caused by S schenckii to be treated with itraconazole, with
apparent microbiologic response, as gauged by the sterili-
zation of sputum cultures, and a clinical response, as gauged
by the patient’s subjective recovery and gain in weight;
however, by the time she received this agent, irreversible
lung damage had occurred, and end-stage pulmonary hy-
pertension prevented subsequent attempts at cure by sur-
gical resection. We advocate early use of itraconazole in the
initial treatment of pulmonary sporotrichosis.
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