
CASE REPORT

Isolated cutaneous leishmaniasis over

face – A diagnostic dilemma

Santosh K. Swain a,*, Ishwar C. Behera b, Mahesh C. Sahu c, Maitreyee Panda d

aDepartment of Otorhinolaryngology, IMS and SUM Hospital, Siksha ‘‘O” Anusandhan University, K8, Kalinganagar,
Bhubaneswar 751003, Odisha, India
bDepartment of Community Medicine, IMS and SUM Hospital, Siksha ‘‘O” Anusandhan University, K8, Kalinganagar,
Bhubaneswar 751003, Odisha, India
cCentral Research Laboratory, IMS and SUM Hospital, Siksha ‘‘O” Anusandhan University, K8, Kalinganagar,
Bhubaneswar 751003, Odisha, India
dDepartment of Dermatology, IMS and SUM Hospital, Siksha ‘‘O” Anusandhan University, K8, Kalinganagar,
Bhubaneswar 751003, Odisha, India

Received 29 August 2015; revised 15 December 2015; accepted 16 December 2015

KEYWORDS

Cutaneous leishmaniasis;

Fungal dermatitis;

Leprosy;

Diagnostic dilemma

Abstract Cutaneous Leishmaniasis (CL) is a disease caused by an intracellular protozoa belong to

the genus Leishmania, transmitted by the bite of a sandfly. It has diverse clinical presentation and

may create a public health problem in endemic countries. CL is often confused with lepromatous

leprosy, pimples and fungal dermatitis. This case is an isolated cutaneous variety in facial region

which was mistaken and treated initially for fungal dermatitis and then for leprosy by local physi-

cians. Smears examined from the skin lesion confirmed Leishmania amastigotes. The isolated local-

ized CL may create confusion and its many differential diagnoses made delaying in the diagnosis.
� 2015 Alexandria University Faculty of Medicine. Production and hosting by Elsevier B.V. This is an

open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction

Leishmaniasis is a vector borne disease and caused by a kine-
toplastid protozoan parasite. The parasite is transmitted from
one patient to another through the bites of female sandfly, or

occasionally through non-vector routes including congenital,
blood transfusion, sexual, laboratory acquired and person-

to-person.1 Leishmaniasis can be divided into three forms

varying in severity from spontaneously healing dermatological
ulcers in Cutaneous leishmaniasis (CL) and destructive form of
mucocutaneous leishmaniasis to fatal form of visceral leishma-
niasis (VL). CL is seen throughout Africa, South America,

Asia, the Middle East, and the Mediterranean regions. It has
diverse clinical manifestations, which poses a public health
problem in endemic countries.2 This disease can affect the skin,

viscera or mucocutaneous area. Often CL cases are mistaken
for common dermatological disorders such as fungal infec-
tions, bacterial infections, eczema or chronic ulcers that may

delay in diagnosis and treatment. In some cases, patients con-
sult several doctors before CL diagnosis. This situation leads
to delay in the exact diagnosis and inadvertent exposure to
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adverse events of inappropriate treatment. Here an isolated
lesion over the face made a misdiagnosis for fungal dermatitis
initially and then leprosy by local physicians for which patient

had taken prolonged unnecessary treatment due to delay in
diagnosis.

2. Case report

A 48 year old male from northeast part of India presented to
Outpatient department of Otorhinolaryngology for non-

healing skin lesions over the face (Fig. 1A and B). From his-
tory, it was found that he was treated by many physicians by
multiple drugs since two years, initially for fungal dermatitis

and then for leprosy but lesions were not healed. On examina-
tion there are several small painless papular lesions with
indurations. The papular lesions are showing central ulcera-

tion with erythematous borders over the forehead and cheek.
He had no significant medical history and patient was in good
health. He had no history of fever, lymphadenopathy, hep-
atosplenomegaly or weight loss which are typical of VL. There

were no signs of neuropathy. General clinical examinations
and routine blood investigations were within normal limit.
HIV test was negative. Slit skin smears from facial lesions were

stained with Ziehel-Nielsen stain and revealed negative for
acid-fast bacilli.

The biopsies and smears were taken from the facial lesions

under the local anaesthesia and sent for histopathological
examination. Light microscopy revealed skin with hyperker-
atosis, acanthosis and parakeratosis. The dermis was invaded
with large pink coloured histiocytes and chronic inflammatory

cells. The histiocytes contained inside dot-like organisms typi-
cal of cutaneous leishmania (Fig. 2). He was treated with
sodium stibogluconate for 3 weeks (intramuscular 20 mg/kg

daily for 3 weeks). The cutaneous lesions of the face disap-
peared and there has been no evidence of recurrence after
two years.

3. Discussion

Leishmaniasis is caused by unicellular, flagellate, intracellular

protozoa belonging to the genus Leishmania transmitted from

animals to humans through phlebotomine sandfly vectors.
Common species of Leishmania responsible for CL in old
world are L. major and L. tropica whereas L. mexicana, L.

panamenesis and L. braziliensis in new world. The geographical
distribution of Leishmaniasis is confined to temperate and
tropical countries, the living area of the sandfly. Ninety per-

centages of cases of CL occur in Brazil, Afghanistan, Iran,
Algeria, Peru, and Syria whereas visceral leishmaniasis is
found in Bangladesh, India, Brazil, Nepal and Sudan.3 In

India, indigenous cases of CL are mainly confined to hot dry
northwestern region and are endemic in the western Thar
desert of Rajasthan.4 Few cases have been observed in the
states such as Kerala, Assam and Haryana.5 Apart from this

it was documented in northwestern part of Indo-Gangetic
plain, along with dry areas of Indo-Pakistan border from
Amritsar to Gujarat.6 In southern part of India, CL has been

reported from Malappuram and Trivandrum of Kerala.7 The
CL is usually caused by L. tropica and man is the most com-
mon reservoir in India.

Leishmaniasis has been considered tropical afflictions and
constitutes one of the six entities in the World health organiza-
tion/Tropical disease research (WHO/TDR) list of the most

important diseases.8,9 Leishmaniasis is endemic in 88 countries
of the five continents with total of 350 million people at risk
and heaves 12 million cases. Out of the 88 endemic countries,
22 are in the New World and 66 in the Old World with an esti-

mated incidence of 1–1.5 million cases of CL and 5 lakhs cases
of visceral leishmaniasis (VL).9 Even it has widespread geo-
graphical distribution, human leishmaniasis is often very focal

within an endemic region, leading to ‘hotspots’ of the disease
transmission.5 Localized cutaneous lesions of leishmaniasis
may resemble to other skin conditions such as lepromatous

leprosy, cutaneous anthrax, blastomycosis, sporotrichosis,
eczema, fungal skin infections, Mycobacterium marinum infec-
tions, sarcoidosis and infected insect bites. Isolated cutaneous

lesion of leishmaniasis over the face may mimic lupus vulgaris,
chronic discoid erythematosus, cutaneous lymphoma and
erysipelas.10,11 Infections by Leishmania are increasing world-
wide due to tourism and job related travel and refugees.12

The parasite multiplies inside the macrophages and other
types of reticuloendothelial cells will rupture and release the

Figure 1 Cutaneous leishmaniasis lesions seen over the face (A) frontal view and (B) lateral view.
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