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Lobomycosis: a therapeutic challenge*
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Abstract: Lobomycosis or lacaziosis is a chronic granulomatous fungal infection caused by Lacazia loboi. Most cases are restrict-

ed to tropical regions. Transmission is believed to occur through traumatic inoculation in the skin, mainly in exposed areas.  

It is characterized by keloid-like nodules. There are only a few hundred cases  reported. The differential diagnoses include 

to  surgical treatment alone. It was subsequently approached with extensive surgery, cryotherapy every three months and a 

combination of itraconazole and clofazimine for two years. No signs of clinical and histopathological activity were detected 

during follow-up.

Keywords: Cryosurgery; Keloid; Lacazia; Lobomycosis; Mycoses; 

Received on 18.02.2017.
Approved by the Advisory Board and accepted for publication on 23.06.2017.
* Study conducted at the Dermatology Unit, Hospital das Clínicas, Universidade Federal de Minas Gerais (HC-UFMG) – Belo Horizonte (MG), Brazil. 
 Financial support: None.

1 Department of Internal Medicine, Faculdade de Medicina. Universidade Federal de Minas Gerais (UFMG) – Belo Horizonte (MG), Brazil.
2 Dermatology Unit.  Hospital das Clínicas, Universidade Federal de Minas Gerais (HC-UFMG) – Belo Horizonte (MG), Brazil. 
3 Medical Specialty Clinic, Medical Work Cooperative, Hospital das Clínicas, Universidade Federal de Minas Gerais (HC-UFMG) - Belo Horizonte (MG), Brazil.

MAILING ADDRESS: 

Marcelo Grossi Araújo
E-mail: mgrossi@medicina.ufmg.br

©2018 by Anais Brasileiros de Dermatologia

INTRODUCTION

Lobomycosis or lacaziosis is a chronic fungal infection 

caused by Lacazia loboi. The precise mechanisms for inoculation are 

still unclear, but traumatic inoculation of the fungus in the skin is 

probably the route that humans acquire the infection.1 

Most cases are found in tropical regions, with hot and 

humid climates. More than 550 human cases have been reported, 

mainly in patients with travel history to or living in endemic areas 

(Central and South Americas, particularly Brazil).2

It is a chronic condition that presents with multiple types 

of cutaneous lesions on exposed areas, mainly keloid-like lesions. 

The lesions are restricted to the skin and subcutaneous tissue, with 

no culture growth.1 

Antifungals, commonly effective in other subcutaneous 

mycoses, are not successful in lobomycosis.  Currently, there is no 

therapeutic approach fully satisfactory.3

CASE REPORT

A 36-year-old male, farmer, born  Northern Brazil and living 

in Minas Gerais state, presented with keloid-like lesions on his left 

ear that had been present for 6 years (Figure 1). When the lesions 

-

bering. Previously healthy, he had no systemic symptoms, mucosal 

lesions  or lymph node enlargement.

He reported surgeries for the removal of keloids in 2008 and 

2009,  but no biopsies were carried out. When the lesions recurred, 

in 2012, a biopsy was performed in another medical center, and was 

consistent with lobomycosis. He reported treatment with itraconazole 

(200mg/day) associated to cryotherapy sessions for 7 months, with 

initial improvement, but with no complete resolution of the lesions. 

A new histopathology revealed the presence of round 

hyaline yeasts, with birefringent membrane, budding and linear 

chains, consistent with active lobomycosis (Figures 2 and 3). Fungal 

culture was negative. A wide surgical excision of the lesions was 

performed, associated to concomitant treatment with itraconazole 
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FIGURE 1: 
and posterior helix

FIGURE 2: 

-

There was complete regression of the lesions and a new biopsy of 

is still  on drug-free follow-up for cure control. 

DISCUSSION 

Jorge Lobo in 1931. The etiological agent is L. loboi

with a diameter of 8 m to 12 m.4

-

5

1 

The organisms are found mainly inside macrophage vacu-

-

fringent cellular wall that contains melanin. They are resistant to 

the infection.5 It is suspected that regulatory abnormalities of the im-

of the agent in the infected organism.6 The ability for phagocytosis 

-

the cellular immunity response.

Diagnosis can be made via direct microscopy or histopa-

-

ally appears atrophic and the microorganisms can be seen in the 

-

of ulcers.1  zone

-

FIGURE 3: 

FIGURE 4: Two years after drug  and surgical treatment.
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and plasmocytic cells -

periodic acid Schiff 

 and Gridley stain for 

fungus.8 

9 

-

-

-

-

.9 

9 leading to an 8-year clinical 

-

ed recurrence.7 

-

already reported.10 Surgical approach is the main treatment recom-

and even inoculation with surgical instruments are implicated in the 
9

It is accepted that characteristics of the fungus L. loboi itself 

-

the association of methods can be the most interesting option. In 

-

completely satisfactory. 

Internal migrations and international travels predispose the 

occurrence of cases of lobomycosis in non-endemic areas. Diagnos-

by not performing histopathology examination. 
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