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Abstract 

Leishmaniasis is a well recognized opportunistic infection, which caused by an intracel-
lular protozoan parasite belonging to genus Leishmania. Although, in healthy subjects 
the mortality and morbidity from this infection is not significant, however in immuno-
suppressed patients it can cause an overwhelming visceral disease. 
We report a case of cutaneous leishmaniasis in a 54 years old diabetic man after kidney 
transplantation. He had successful unrelated kidney transplantation 14 months before 
presentation of skin lesions. In physical examination, the patient had multiple itchy and 
erythematous nodules and ulcers in diameter of 1×2 cm with central ulceration over his 
arms and hands compatible with a diagnosis of cutaneous leishmaniasis. The patient was 
given intramuscular Glucantime 20 mg/kg but he didn’t tolerate it. In finally he was 
treated with fluconazole and after two weeks the ulcers healed. 
Conclusion: Cutaneous leishmaniasis should be considered as a differential diagnosis of 
each nodule or chronic skin lesion in kidney transplant patients. Although, antimonials 
are the first line drug, fluconazole can also used in the treatment of cutaneous leishmani-
asis.  
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Introduction 

Leishmaniasis is a well recognized op-

portunistic infection, which caused by 

an intracellular protozoan parasite be-

longing to genus Leishmania and is 

transmitted by the bite of a Phleboto-

mus sandfly. Leishmania organisms 

are endemic in scattered foci in more 

than 80 countries and the overall 

prevalence of leishmaniasis is esti-

mated to be 12 million cases world-

wide. Although more than 20 

Leishmania species have been identi-

fied, however most species cause dis-

ease predominantly in animals and 

humans become infected incidentally 

when they enter endemic areas.(1, 2) 

Although, in healthy subjects the mor-

tality and morbidity from this infection 

is not significant and most of the pa-

tients cured with or without treatment, 

however depending on the species of 

leishmania and especially in immuno-

suppressed patients including solid or-

gan transplant recipients it can cause 

an overwhelming visceral disease and 

lethal systemic illness.(3-5) 

We describe a renal transplant patient 

with cutaneous leishmaniasis and his 

response to therapy. 

 

Case Presentation 

The patient was a 54 years old diabetic 

man with End Stage Renal Disease 

(ESRD) from Iran who underwent suc-

cessful unrelated kidney transplanta-

tion 14 months before presentation of 

his skin lesions. The patient did not 

have a history of bitten by sand flies 

but he had a history of traveling to en-

demic area. 

He was received cyclosporine 75 mg 

BID, mycophenolate mofetil 1 gram 

BID and prednisolone 5 mg daily. 

The lesion started as an itchy and ery-

thematous papule which slowly 

enlarged over his arms and hands. The 

patient did not have accompanying fe-

ver, chills, myalgia and did not experi-

ence other systemic symptoms. On ex-

amination, he had multiple erythema-

tous nodules and ulcers in diameter of 

1×2 cm with central ulceration. A 

clinical diagnosis of cutaneous 

leishmaniasis was made by dermatolo-

gist and confirmed in direct smear and 

pathology. The patient was given in-

tramuscular Meglumine Antimoniate 

(Glucantime) 20 mg/kg but the ulcer 

failed to heal despite 2doses and he 

also was suffering from severe illness 

and myalgia and therefore we discon-

tinued therapy after 2 doses. In finally 

he was treated with oral fluconazole 

100mg BID and after a week, healing 

of the ulcers began and was complete 

after 3 weeks. 
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Discussion  

Although, Leishmania organisms are 

endemic in scattered foci in more than 

80 countries including southern and 

central part of Iran, however there are 

few case reports about cutaneous 

leishmaniasis in transplant patients.(6)  

The clinical spectrum of leishmaniasis 

ranges from a subclinical and focal 

self-resolving cutaneous lesion to dis-

seminated visceral leishmaniasis. 

Leishmania organisms could remain in 

macrophage and T cell for a long time 

in a healthy subject with intact immune 

system and if the patient becomes im-

munosuppressive for example due to 

AIDS and or immunosuppressive ther-

apy for organ transplantation, it can 

disseminate and cause lethal systemic 

illness.(3, 7) Although our patient was 

a diabetic and immunosuppressive pa-

tient, fortunately he didn’t have any 

systemic symptom. 

Treatment of cutaneous leishmaniasis 

is often difficult and the response to 

the treatment cannot be predicted in an 

individual case. The most commom 

and the first line drug in the treatment 

of cutaneous leishmaniasis is pentava-

lent antimonials (sodium stiboglucon-

ate (pentostam) and meglumine anti-

monite (glucantime), but its use limited 

by the emergence of resistance and 

they also have associated with some 

adverse effect such as myalgia, as well 

as possible liver or cardiovascular tox-

icity.(8) In the treatment of our patient, 

we first time used intramuscular glu-

cantime, but he couldn’t tolerate it and 

fortunately he responded to flucona-

zole. 

There are few reports about the use of 

antifungal agent such as fluconazole in 

the treatment of cutaneous leishmani-

asis with conflicting results and there-

fore further study of these oral agents 

for cutaneous leishmaniasis in trans-

plant patients may be warranted. 

As an example in the study of Saenz 

RE et al, the response rate of cutaneous 

leishmaniasis to ketoconazole was 

76%, in contrast to lower response rate 

in the study of Dedet JP et al and the 

study of Ozgoztasi O et al.(9-11) 

 

Conclusion 

In conclusion, physicians should be 

consider cutaneous leishmaniasis in the 

differential diagnosis of each nodule or 

chronic ulcerative skin lesion in kidney 

transplant patients especially in pa-

tients with a positive history of travel-

ing to endemic area. Although, anti-

monials are the first line drug, this case 

emphasize the point that fluconazole 

can also be used in the treatment of 

cutaneous leishmaniasis. 
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These cases emphasize the point that 

when assessing lesions of possible in-

fective etiology, a detailed travel his-

tory and knowledge of the common 

infective agents in the location con-

cerned are of great importance in arriv-

ing at a diagnosis and appropriate 

treatment. 
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