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Close Encounters With the Environment

Lobomycosis is a chronic cutaneous infection 
that may present with keloidal masses, and 
nodular, verrucous, or ulcerated lesions. The 

causative organism, Lacazia (formerly Loboa) loboi, 
affects dolphins as well as humans and is more com-
mon where water salinity is reduced. The Amazon 
Basin is endemic for the disease, but it is being rec-
ognized in other parts of the world such as the Indian 
River Lagoon in Florida. In the Indian River Lagoon, 
the disease is more common in the southern portion 
of the lagoon where fresh water effluents dilute the 
salt water. In one study, 9 of 30 dolphins from the 
southern portion of the lagoon were found to have 
lobomycosis compared to none of the 45 dolphins 
from the northern portion of the lagoon or estuaries 
off the coast of South Carolina.1 

Human disease occurs mostly in the Amazon 
Basin. Because of travel, human disease occasion-
ally has been identified in Europe, the United 
States, and Canada.2,3 Keloidal or nodular lesions 
are most common (Figure 1). Squamous cell car-
cinoma has been reported in long-standing scars  
of lobomycosis.4 

The diagnosis of lobomycosis is confirmed by 
biopsy, which demonstrates chains of large spheri-
cal organisms (6–12 μm in diameter) resembling 
a child’s pop beads. The chains are more eas-
ily identified with Gomori methenamine-silver or 
periodic acid–Schiff stains (Figure 2). In tissue, 
the organisms reach larger sizes in humans than 
in dolphins.5 Lacazia loboi is closely related to  
Paracoccidioides brasiliensis and both demonstrate 
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Figure 1. Keloidal and nodular lesions of lobomyco-
sis (A–C). 
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antigenic cross-reactions.6 Serologic tests show little 
to no cross-reaction with other genera. Chronic 
lobomycosis is associated with partial anergy, evi-
denced by lack of reactivity to dinitrochlorobenzene 
in 92% (11/12) of patients tested, as well as nega-
tive skin reactions to streptococcal, staphylococcal, 
trichophytin, and candida antigens in most patients 
tested. In contrast, the patients tested demonstrated 
strong reactivity to mycobacterial antigens.7 

Antifungal therapy generally has not been 
effective and surgical excision is the mainstay of 
therapy. Antifungal therapy may be beneficial in 

some patients, and treatment with itraconazole and  
clofazimine was reported as successful even after  
32 years of disease.8 In contrast, ketoconazole ther-
apy generally has proved ineffective.
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Figure 2. Biopsy specimen demonstrating chains of 
organisms characteristic of lobomycosis (periodic acid–
Schiff, original magnification 3200).


