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Introduction

Post kala-azar dermal leishmaniasis (PKDL) is a complication of
visceral leishmaniasis (VL). It is characterised by macular,
maculopapular and/or nodular lesions in a patient who has recovered
from VL. It is commoner in Sudan where it follows as much as 50% of
treated VL cases, whereas the figure is only 5-10% in India. [1].

PKDL probably has an important role in interepidemic periods of
VL in maintaining the parasite reservoir [1]. There is increasing
evidence that its pathogenesis is largely immunologically mediated.
Diagnosis is mainly clinical, but parasites can be seen in tissue biopsy
with limited sensitivity. PCR and monoclonal antibodies may detect
parasites in more than 80% of cases [2]. Indian PKDL should always be
treated whereas in the Sudanese variety, spontaneous cure is the rule
[1]. Treatment is required only in severe and chronic cases in Sudan.

Case Proper
A 42 years old male farmer from rural West Bengal presented to us

with hypopigmented macules, nodules and plaques in different parts of
the body including face, hands, trunk and both feet for the last 10
months (Figures 1 and 2).

Figure 1: Showing maculo papular lesions over the forearm and leg
(arrow).

Some of the nodules have central ulceration (Figure 3). Otherwise
the lesions were painless, non-pruritic but progressive in nature. There
was no history of Kala-azar previously. He was treated with antileprotic
medicines for 6 months from the time of diagnosis. But his lesions
didn’t show any improvement despite treatment. We performed a skin
biopsy from the edge of the lesion which showed both intracellular and
extra cellular LD bodies. Miltefosine 50 mg twice a day was started and
he is now under our supervision for response.

Figure 2: Showing nodulo ulcerative lesions over both the feet.

Figure 3: Nodular and plaque type lesions over hands and face
(arrow).

Discussion
PKDL is a known complication of VL, and it occurs in patients

successfully treated for VL. Very rarely it can develop without previous
history of visceral disease [3]. On extensive literature search no case of
primary PKDL without treatment of VL is found. Moreover,
pleomorphic PKDL with macules, papules and nodules in different
parts of body in the same patient is also very rare. Pal et al. in their case
report has demonstrated such a case which was responsive to standard
dose of miltefosine [4].

Conclusion
Post kala-azar dermal leishmaniasis (PKDL) is an important factor

in kala-azar transmission in the community; hence its early detection,
assessment and effective treatment is very important to reduce disease
spread.
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