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This surveillance case definition was developed for state reporting of blastomycosis, it is not intend-
ed to be used in clinical diagnosis. While blastomycosis is not a nationally notifiable disease, in 
Michigan it is a reportable disease. 

Case Definition 

Blastomycosis 

Background 

Blastomycosis is a disease that is caused by a dimorphic fungus (exists as a mold in the environment or as a 
yeast in tissues), Blastomyces dermatitidis, which is found in various regions of the United States and Canada. 
Regions include parts of the south-central and eastern states that border the Mississippi and Ohio Rivers, the 
mid-western United States and Canadian provinces that border the Great Lakes (including Michigan), and 
the St. Lawrence Riverway. From 2007-2011 there were 85 human cases of blastomycosis reported in 
Michigan.  The majority of cases in Michigan are reported from counties in the Upper Peninsula and north-
ern Lower Peninsula. 

The infection is spread to people by inhalation of airborne spores after disturbance of contaminated soil.  
People who are at highest risk for blastomycosis are those living or recreating in endemic areas and ex-
posed to moist soil enriched with organic material in wooded sites and along waterways (e.g., farmers, for-
estry workers, hunters, and campers).  Men are more commonly infected, presumably due to outdoor activi-
ties that put them at increased risk of exposure.  Blastomycosis also commonly occurs in dogs that live in en-
demic areas.  Blastomycosis is not transmitted from person to person or from animal-to-person. 
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Clinical Presentation 

Blastomycosis primarily affects the lungs, but can spread lymphohematogenously to extrapulmonary sites 
such as skin, or less commonly bone, the central nervous system and genitourinary system. The severity of the 
infection ranges from asymptomatic to acute or chronic pneumonia and disseminated disease, depending on 
the individual and factors such as age and immune system status.  Elimination of the infection depends on T 
lymphocyte activity.  Because not all of the fungal organism may be eliminated by the immune response, 
reactivation can occur sometimes years after the initial infection.    

Signs and symptoms vary but usually include: cough (possibly with blood), fever, night sweats, weight loss, 
chest pain, shortness of breath, muscle aches, back pain, bone pain, and fatigue.  Skin lesions can be nodu-
lar to ulcerative with minimal inflammation, and are most commonly located on the face and distal extremi-
ties.  Symptoms may appear between 3 and 15 weeks after exposure. 
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 Isolation of B. dermatitidis from sputum, bronchial wash, or skin lesion OR 

 Positive DNA probe performed on culture isolate  

      OR 

 Visualization of the organism in cytologic or histologic specimens by direct microscopic examina-
tion (characteristic thick walled, broad-based budding yeast) 

 

*Note—Serologic tests (enzyme-linked immunosorbent assay, complement fixation, immunodiffusion) 
lack specificity and sensitivity and should not be used alone to diagnose or rule out blastomycosis.  
Likewise, urine antigen assays are not specific for blastomycosis and cross-reactivity occurs with 
histoplasmosis, paracoccidiodomycosis (“South American blastomycosis”), and penicilliosis. 
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Laboratory Criteria for Diagnosis* 

Case Classification 
Confirmed:  A clinically compatible illness that is laboratory confirmed. 


