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white card. We selected the macro
function in the digital camera, switched
off the flash, and turned on the polarized
light of the dermatoscope. We placed
the dermatoscope over the preparation,
as when taking a dermatoscopical image
of skin, and focused on the histological
specimen (Figure 3). Lastly, we took
the picture.
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To the Editor:
The leishmaniases are parasitic diseases
caused by intracellular protozoa of the
Leishmania genus. These microorganisms
are transmitted by the bite of the female
of the fly belonging to the Phlebotomus
genus in the Old World and Lutzomya
in the New World. The clinical
manifestations of the leishmaniases are
extremely varied, and cutaneous,
mucocutaneous, and visceral forms of
the disease have been described.1,2 We
present a case of cutaneous leishmaniasis
with sporotrichoid spread, a rare variant
of this entity that is unusual in Spain.

A 63-year-old woman of Ecuadorian
origin and no history of interest

consulted 3 weeks after her arrival in
Spain for a lesion in the facial region
that had been present for 2 months.
The lesion showed progressive growth
and was occasionally pruritic. The
patient reported no other associated
symptoms and had no recollection of
insect bites or trauma prior to
appearance of the lesion.

The physical examination showed an
infiltrated plaque of about 3×3 cm in
diameter, located on the left mandibular
ramus. The surface was smooth, shiny,
and erythematous, and presented a small
ulceration covered by a crust. In
addition, indurated lymph nodes and
small subcutaneous nodules were

palpable around the periphery of the
lesion, along the path of the proximal
lymph node chains (Figure 1).

Complete blood count, blood
biochemistry, protein analysis, chest x-
ray, and bone marrow aspirate were
normal. Exudate cultures were negative
for bacteria, fungi, and mycobacteria.

Giemsa stain of the exudate smear
showed amastigotes inside and outside
the histiocytes.

Histology revealed a dense inflammatory
infiltrate composed of lymphocytes, plasma
cells, and some eosinophils, along with
macrophages infested with oval basophilic
microorganisms with an eccentric
kinetoplast and with no capsule (Figure 2).
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Figure 3. Position of camera,

dermatoscope, and microscope slide to

obtain the panoramic image.

Figure 1. Basal cell carcinoma

(Hematoxylin-eosin).

Figure 2. Blue nevus (Hematoxylin-

eosin).



Based on the clinical and cytology
findings, a diagnosis of sporotrichoid
cutaneous leishmaniasis was established.
The patient was treated with meglumine
antimoniate (Glucantime) at doses of
20 mg/kg/day of intramuscular
pentavalent antimony for 28 days, with
good tolerance and complete resolution
of symptoms.

Cutaneous leishmaniasis usually
manifests as wine-red papules or plaques,
generally solitary, infiltrated, frequently
ulcerated and covered by a bloody crust.
These lesions are also known by the
name “oriental sore.”1-3 Some rare clinical
variants have been described, such as
the sporotrichoid form,4-10 characterized
by subcutaneous nodules and indurated
nodes due to local and regional
lymphatic spread of the disease. These
nodules represent an immunological
reaction against the direct lymphatic
expansion of the parasite or its antigens.6

Likewise, there have also been reports
of other unusual forms of cutaneous
leishmaniasis such as eczematiform,
hyperkeratotic, verrucous and
papillomatous, zosteriform, erysipeloid,
lupoid, phagedenic, and tumoral forms,
or clinical manifestations such as
macrocheilia or paronychia.1,4

This particular presentation of
sporotrichoid cutaneous leishmaniasis

will require differential diagnosis with a
number of conditions, including
cutaneous tuberculosis, tuberculoid
leprosy, infection with atypical
mycobacteria, sporotrichosis, nocardiosis,
actinomycosis, mycetomas, chancriform
pyoderma, and tumors, particularly
squamous cell carcinomas and
lymphomas.13

Sporotrichoid spread also has
therapeutic implications, as systemic
therapy must be started in these cases.
As a first choice, pentavalent antimonials
such as intramuscular or intravenous
meglumine antimoniate (Glucantime)
or sodium stibogluconate (Pentostam)
are used. Liposomal amphotericin B,
itraconazole, ketoconazole, and
pentamidine have also been used as
alternatives.1-3,11

In summary, although sporotrichoid
cutaneous leishmaniasis is not common
in Spain, we feel it should be considered
in order to ensure early diagnosis and
rapid instigation of specific therapy.

Acknowledgments

We would like to thank Dr Teresa
Gárate and her team at the Parasitology
Department of the Centro Nacional de
Microbiología (National Microbiology

Center) of the Instituto de Salud Carlos
III (Carlos III Health Institute),
Madrid, Spain for their assistance.

References

1. García-Almagro D. Leishmaniasis
cutánea. Actas Dermosifiliogr. 2005;
96:1-24.

2. Quesada Cortés A, Campos Muñoz L,
Rubio Flores C, Martín Díaz MA,
Navarro Sánchez M, Regojo Zapata
RM, et al. Leishmaniasis cutánea:
revisión y avances terapéuticos.
Dermatología Práctica. 2005;13:11-22.

3. Martínez-Menchón T, Sánchez-Carazo
JL. Placa eritematosa e hiperqueratósica.
Piel. 2005;20: 533-5.

4. Iftikhar N, Bari I, Ejaz A. Rare variants
of Cutaneous Leishmaniasis: whitlow,
paronychia, and sporotrichoid. Int J
Dermatol. 2003;42:807-9.

5. Masmoudi A, Boudaya S, Bouzid L,
Frigui F, Meziou TJ, Akrout F, et al.
Penial sporotrichoid cutaneous
leishmaniasis. Bull Soc Pathol Exot.
2005;98:380-1.

6. Walsh DS, Balagon MV, Abalos RM,
Tiongco ES, Cellona RV, Fajardo TT,
et al. Multiple lesions of sporotrichoid
leishmaniasis in a Filipino expatriate.
J Am Acad Dermatol. 1997;36:847-9.

7. Willems JP, Schmidt SM, Greer KE,
McCall CO, Pearson RD.
Sporotrichoid cutaneous leishmaniasis
in a traveler. South Med J. 1997;90:
325-7.

8. Parks A, Camisa C. Sporotrichoid leish-
maniasis: report of a case in an Ame-
rican graduate student. J Am Acad
Dermatol. 1987;17:855-6.

9. Kibbi AG, Karam PG, Kurban AK.
Sporotrichoid leishmaniasis in patients
from Saudi Arabia: clinical and
histologic features. J Am Acad
Dermatol. 1987;17:759-64.

10. Spier S, Medenica M, McMillan S,
Virtue C. Sporotrichoid leishmaniasis.
Arch Dermatol. 1977;113:1104-5.

11. Gómez-Duaso AJ, Bastida-Iñarrea J.
Lesión ulcerosa en un flanco. Piel.
2006;21:45-6.

Letters to the Editor

Actas Dermosifiliogr. 2007;98:441-5 445

Figure 1. Ulcerated erythematous plaque.

Subcutaneous indurated lymph nodes and

nodules extending in a proximal direction.

Figure 2. Multiple macrophages infested

with amastigotes. (Hematoxylin-eosin,

×40.)


