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MEDICINE/ORAL PATHOLOGY 

ORAL LEISHMANIASIS: REPORT OF THREE CASES - WITH  
DIFFERENTIAL DIAGNOSIS 

A M SULEIMAN, F A HASHIM AND M E IBRAHIM 

SUMMARY 

Three cases of visceral leishmaniasis with oral manifestations are described. Two of these cases 
presented with chronic non-healing ulcers. The third case presented with characteristic erythematous, 
swollen and bleeding gingiva. The clinical appearance of both forms of presentation is discussed, and 
the importance of including oral leishmaniasis in the differential diagnosis of similar oral lesions 
highlighted 
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INTRODUCTION 

The term leishmaniasis refers collectively to various 
clinical syndromes that are caused by obligate 
intracellular protozoa of the genus leishmania.21 They 
cause a wide range of infectious processes, from asymp-
tomatic to cutaneous, mucosal or visceral manifesta-
tions depending on the species of the parasite and the 
type of immune response induced 17. In mucocutaneous 
leishmaniasis patients may present with a painless 
nodule or ulcer with oedematous areola and the forma-
tion of the high edges at the site of infection.26 The 
pharynx, palate, larynx and upper lip are the usual sites 
effected.2,5,22,25 In cutaneous leishmaniasis, the 
involvement of the lip and perioral tissues has been 
noted.32 The lesion involves the area immediately below 
the vermilion border, and no solely mucosal lesion are 
seen. 32 Recently , involvement of the mouth proper has 
been reported to occur in some cases of visceral 
leishmaniasis. The patient may present with swollen 
and bleeding gingiva, loosening of the teeth, 
erythematous palate, and even gangrenous 
stomatitis.1,6,11,23 

The diagnosis of leishmaniasis in endemic areas is 
presumptive and is early made by the classical clinical 

presentation of the disease. However, in areas in which 
leishmaniasis is not usually found, unfamiliarity with the 
disease makes diagnosis difficult.30 The diagnosis is 
confirmed by identifying leishmania sp. amastigotes in 
tissue or by growing promastigotes in culture.5,11,13,16 

Three cases of visceral leishmaniasis with oral mani-
festations are presented here. Their importance lie in the 
differential diagnosis which includes: squamous cell 
carcinoma, tuberculosis, syphilis and leukaemia. 

CASE 1  

A 44-year old patient from Gedariff State (an 
area in eastern Sudan that is endemic for visceral 
leishmaniasis) was referred to our department with an 
oral ulcer (Fig. 1). The ulcer had appeared three 
months previously and failed to heal despite the use of 
many medications. On examination the patient looked 
well and healthy apart from a slight asymmetry of the 
face showing some swelling of the left cheek. Regional 
lymph nodes were palpable and tender. Intra-oral 
examination revealed a deep ulcer in the mucogingival 
fold extending from the midline backward up to the 
first premolar tooth. The edges of the ulcer were raised 
and irregular. No induration was felt around the ulcer. 
The gingiva was red in color, and easily bleeding. A 
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Fig, 1 A 44-year old patient with a deep ulcer in 

the muco gingival fold — lower jaw 

differential diagnosis of squamous cell carcinoma, tu-
berculosis, syphilis and leishmaniasis was made. Full 
blood count (FBC) and ESR were normal. A smear 
biopsy taken from the inflamed gingiva and stained 
using the Gimsa method demonstrated the leishmania 
parasite. The patient was then referred to the leishma-
niasis ward at Soba University Hospital for manage-
ment. 

CASE 2 

A 47-year old patient was referred to our depart-
ment with an oral ulcer of long duration (Fig.2). The 
condition started as a small nodule which then ulcer-
ated. The patient appeared healthy and was from an 
endemic area for visceral leishmaniasis (Sennar). Ex-
amination revealed a 2x2 cm ulcerated area in the 
labial mucosa opposite to the lower right canine. The 
ulcer had an irregular but raised margin, the floor of 
which was coated with a yellowish material. The 
gingiva and the remaining oral soft tissues were 
within normal limits. A differential diagnosis of 
tuberculosis, squamous cell carcinoma, syphilis and 
leishmaniasis was made, Both the polymerase chain 
reaction and tissue culture were positive for the 
leishmania donovani bodies. The patient was then 
referred to the leishmaniasis ward in Soba Hospital for 
further management, 

CASE 3 

A 32-year old patient from the south of Sudan 
presented to our department with chronic diffuse form 
of gingivitis (Fig 3). The patient was from a region 
known to be endemic for leishmaniasis. The condition 
had started more than 6 months previously and since 
then the patient had difficulty in eating and drinking. 
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Fig. 2 A 47-year old patient showing a chronic 
ulcer of the lower lip 

He had also complained of fever, diarrhea and weight 
loss. Examination revealed severely inflamed gingiva, 
which was oedematous, red and sponge-like. There 
was spontaneous bleeding. The palate was also 
erythematous and inflamed .The regional lymph nodes 
were enlarged and tender. A differential diagnosis of 
leishmaniasis, acute necrotising ulcerative gingivitis 
(ANUG), and leukaemia was made. A full blood count 
revealed patient was anaemic as well as thrombocy-  
topenic (9g/dl& 50X10/1 representively). The histopa-
thology examination using the Gimsa method con-
firmed the diagnosis ofleishmaniasis. The patient was 
then referred to the leishmaniasis ward at Soba Uni-
versity Hospital for further management, 

 

Fig. 3 A 32-year old patient with oedematous, red 
and sponge-like gingiva 

DISCUSSION 

Visceral leishmaniasis is endemic in large parts of 
rural Sudan.10,13,17,18 The symptomatic patient usual] y 
complains of fever, discomfort from abdominal swell- 



ing, weight loss and diarrhoea. The symptoms may relate 
to the nasal and oral cavities , and also to the nervous 
system.9,11,16,20 

All three patients reported herein were from areas 
endemic for visceral leishmaniasis. Two presented with 
oral ulcerations and the third presented with swollen 
and bleeding gums. Apart from the oral ulceration, the 
first two patients were symptomatic. Their infection 
appeared to be confined to the lip mucosa and not 
accompanied by visceral involvement.5,26 

Ulcerative lesions are commonly encountered in 
patients attending the oral surgery clinic. Their etiology 
ranges from reactive to neoplastic oral manifestation of 
systemic diseases .In the first two patients the 
differential diagnosis included squamous cell carcinoma, 
tuberculosis, syphilis and leishmania. The oral 
leishmanial ulcer is difficult to differentiate from the 
malignant ulcer on history or clinical appearance ,par-
ticularly in the asymptomatic patient. A biopsy is 
therefore essential. The parasite can be identified by 
different methods including isoenzyme characterization, 
serologic analysis using monoclonal antibodies and 
recombinant deoxyribonucleic acid (DNA) 
technology.13,16,23 On the other hand , oral cancer in 
Sudan is not infrequent , particularly carcinoma of the 
labial mucosa and the gingiva.9 This is generally linked 
to snuff dipping in the labiogingival sulcus of the lower 
lip.24 The clinical picture varies from a white patch to a 
non-healing ulcer to an exophytic lesion.7,28,29 The oral 
leishmanial ulcer should also be differentiated from a 
tuberculous ulcer. The latter usually follows implanta-
tion of M, tuberculosis from infected sputum in the oral 
mucosa, and the tongue and the palate are favoured 
locations.29 The typical lesion is an indurated, chronic, 
non-healing ulcer that is usually painful. The edges is 
thin, undermined and often bluish.4,14,28,29 A high ESR 
and a+ve mantoux test are highly suggestive of the 
disease and confirmation can be obtained by a sputum 
culture or Ziehl-Nielsen stain. Oral leishmaniasis should 
also be differentiated from syphilis. The latter disease 
was described as the great mimicker or imitator because 
of its resemblance to many other unrelated conditions 
including leishmaniasis.29 In the mouth, syphilis 
manifest itself as a primary chancre which has indurated 
base that feels like a button, as snail-track ulcers which 
characterise the secondary stage of the disease and 
found mainly at the mucocutaneous junctions, or as a 
gummatous ulcer which is invariably met with in the 
palate and which usually has the characteristic features 
of the punched-out edge and the yellowish-Grey 
floor.7,14,28,29 The diagnosis of syphilis is con  

firmed by serological examination and the disease in 
general responds well to penicillin in contrast to other 
chronic ulcers. Based on clinical signs and symptoms 
only, the oral leishmanial ulcer can not be differenti-
ated from several other conditions; therefore careful 
history and examination are important. Patients com-
ing from endemic areas are highly suspect, though 
laboratory investigations are essential to confirm the 
diagnosis . 

The oral manifestation of leishmaniasis in the third 
patient was different. The sponge —like appearance, 
the scarlet colour and the generalised oedema of the 
gingiva as well as that of the palate are typical features 
of the disease. The differential diagnosis of this case 
included leukaemia and acute necrotising ulcerative 
gingivitis (ANUG). In the acute myelomonocytic type 
of leukaemia, the gingiva is infiltrated with leukaemia 
cells. These leukaemia deposits occasionally cause 
gingival swelling, and the patient may present with 
bluish haemorrhagic swelling of the gingiva, 
invariably those of the lower jaw.4,31 However, the 
condition can be ruled out or confirmed by laboratory 
investigations including full blood count (FBC) and 
biopsy . In AUNG, painful ulcerations of the interden-
tal papillae and the marked bleeding tendency of the 
ulcerated tissues are typical features. In addition there 
is often an accompanying halitosis and in severe cases 
the infection may involve the mucosa of the soft palate 
or tonsils.29,31 In contradistinction to oral leishmania-
sis, in ANUG relief is often immediate and marked 
following local debridement ,and oral hygiene care 
supplemented with a 7-day regimen of metronidazole 
therapy. 

The drug of choice for leishmaniasis is pentavalant 
antimony sodium stiblogluconate and different regimes 
are under continuous evaluation 3,8,15,19,27. This drug was 
recommended by WHO at a dose of 20 mg /kg per day 
over a period of 4 weeks.33 All three patients reported 
here received sodium stibogluconate (Pentostam R, 
Welcome lab, UK) 20 mg /kg/ day for 28 days. The 
drug was well tolerated. Response to therapy was 
judged by the improvement in general condition of the 
patient ,the regression of the splenomegaly and the rise 
in the haematological indices. Healing of the mouth 
ulceration and regression of the oral and gingival 
swelling had occurred by the end of the treatment. 

CONCLUSION 

Visceral leishmaniasis may manifest itself in the 
mouth as a chronic non-healing ulcer, or as a form of 
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stomatitis. The disease must be included in the 
differential diagnosis of chronic lesions affecting the 
oral mucosa, particularly in areas known to be en-
demic. The oral leishmanial ulcer usually has an irre-
gular margin and slightly raised edge . The ulcer needs 
to be differentiated from the tuberculous and syphilic 
ulcer as well as from sguamous cell carcinoma. In case 
of the stomatitis, the gingiva are always hypertrophied, 
reddish in colour and easily bleeding, and the palate 
may also be involved. The condition must be 
differentiated from leukaemia and necrotising ulcer-
ative gingivitis. In both forms of oral manifestations the 
diagnosis of oral leishmaniasis should be confirmed by 
laboratory investigations. 

ACKNOWLEDGMENT 

The authors wish to thank Prof. Hugh for his 
editorial input. 

REFERENCES 

1 I. Abba K. El-Toum IA and El-Hassan AM. Oral leishmaniasis 
associated with Kalaazar. Oral Med Oral Pathol,, 1992; 
73: 583-584. 

2 Abdalla . R.E. El Hadi A. Ahmed M. A., & EL Hassan A.M. 
Sudan mucosal leismaniasis .Transaction of the Royal 
society of Tropical Medicine and Hygiene 1975; 69:443 

3 Baily GG, Pitt MA, Curry A, et al leismaniasis of the tongue 
treated with liposomal amphoterecin B.J Infect 1994; 28: 
327-331, 

4 Benjamin B, Benjamin Hawke M .& Slammberger H .Oral cavity 
.In Micheal Hawke, ed A colour Atlas of Dermatology, 
London:Martin Dunitz, 1995; 169-222. 

5 Bryceson ADM. Leismaniasis. In Weatherall DJ and Warrell 
DA, eds, Oxford textbook of medicine 3'd edition Vol 1. 
Oxford University Press, 1996; 899- 907. 

6 Cortes P, Cardenosa N, Romani J, Gallego M, Munoz C, Barrio 
GL, Reira C, Portus M. Oral Leismaniasis in all HIV-Positive 
patient caused by two different zymodemes of Leismaniasis 
infantum, Transation of the Royal Society of Tropical Medi-
cine and 1997; 91:438-9 

7 Das K. Clinical methods in surgery (including differential 
diagnosis), Ed. Das S, 1st edition, N.K, Miltar. Calcutta: The 
Indian Press PVTId,1983; 31-32. Milosef B. Daud. E,H,, El Hadi 
A., El Hassan A.M. & Sati M.H. Annals of Tropical Medicine and 
Parasitology 1969; 63:123. 

8 D'Oliveira Jr A., Machado PRL, And Carvalho EM ,Evaluating 
the efficacy of allopurinol for the treatment of cutaneous 
leishmaniasis. International Journal of Dermatology, 
1997; 36:938-946. 

9 Elbesheir El; Aldeen HA; Idriss AM ,and Abbas K.:Snuff 
dipping and oral cancer in the Sudan :A retrospective 
study, B,J. Oral &Maxillofac. Surg. 1987; 27:243-248. 

10 El Hassan AM ,Hashim FA, Ali MS ,et al .Kala —azar in 
Western Upper Nile Province and its spread to anomadic tribe 
from the north ,Transaction of the Royal Society of Tropica 
Medicine and Hygine 1993;87: 395-398. 

11 El Hassan AM ,Meredith SEO, Yagi H, et al Sudanese mucosal 
leishmaniasis: epidemiology, clinical features, diagnosis, im-
mune responses and treatment. Transaction of the Royal 
Society of Tropical Medicine and Hygiene 1995; 89:647-652, 

12 El Hassan AM, Mirghani A, Abdul Satir A, et al, 
Visceral leishmaniasis in the Sudan: Clinical and hae- 

10 

matology features. Annals of Saudi Medicine 1990; 10: 
50-56.6. 

13 El Hassan AM, Zijlsstr EE Meredith SEO, et al. Identification of 
leishmaniasis Donovani using a polymerase chain reaction in 
patient and animal material obtained from an area of endemic 
Kala —azar in the Sudan .Acts Tropica 1993; 55:87-90, 

14 Foster H Mc A. Tropica ulcer. In Morris PJ& Malt RA Oxford 
textbook of surgery Vol 2 ed Oxford: Oxford Medical 
Publication, 1994; 2528-2535. 

15 Frank DE ,Wignall FS, Cruz ME, et al. Efficacy and toxicity 
of solium stibogluconate for mucosal leishmanisis. Am J 
Int Med 1990; 113:934-940. 

16 Ghalib HW, Eltoum EA ,Kroon CC et Identification of leish-
maniasis by recombinant DNA. Transaction of the Royal 
Society of Tropical Medicine and Hygiene 1993; 86:158-160 , 

17 Ghalib WH, Whittle JA, Kubin ,et al IL —12 enhances Thi —type 
responses in Human leishmaniasis donovanin infections. The 
Journal of Immunology, 1995; 154:4623-4629. 

18 Hashim FA, Ahmed AE, El-Hassan Am et al. Neurologic 
changes in visceral leishmaniasis Am. J. Trop. Med. Hyg. 
1995; 52:149-154. 

19 Hshim FA , Ali MS, Satti M, et al .An outbreak of acute Kala-
azar in a nomadic tribe in Western Sudan: features of the 
disease in a previously non-immune population. Transaction 
of the Royal Society Medicine and hygiene 1994; 88:43-432, 

20 Hahim FA, Khalil EAG, Ismail A ans El-Hassan AM. Appar-
ently successful treatment of two cases of post kola —azar 
dermal leishmanaisis with liposomal amphotericin B. 
Transaction of the Royal Society of Tropical Medicine and 
Hygiene, 1995; 89:440. 

21 Herwaldt BL. Leishmaniasis. In Fauci, Braunwald, lsselbacher, 
Wilson Matin, Kasper, Hauser, Longo, eds, Harrisson's prin-
ciples of internal medicine 14th edition. New York: Mc Graw-
Hill, 1998; 1189-1192. 

22 Humpherys R.M & Maine F.S. Oral leishmanaisis in the 
Angle —Egyptian Sudan Transaction of the Royal Society 
of Topical Medicine and Hygiene 1935; 29:285. 

23 Ibrahim ME, Suliman AM, Hashim FA et al. Oronasal 
leishmanaisis caused by a parsite with an unusual 
isoenzyme profile Am J, Trop, Med. Hyg., 1997; 56(1): 96-89. 

24 Idriss AM. A study investigating the etiological association 
between oral cancer and use of toombak in the Sudan .A 
thesis submitted for the degree of Doctor of philosophy (PhD). 
Dept. of Pathology, Faculty of Medicine, University of 
Khartoum, 1991. 

25 Milosef B. Daud EH, El Hadi A, El Hasan A,M & Satti M.H. 
Annals of Tropical Medicine and Parasitology 1969; 63:123. 

26 Neugebauer J. Atlas of infectious diseases, Roche Editions 
(Roche) Basle 1983; p.52. 

27 Ozgortasi 0 ,and Baydar I.Arandomised clinical trial of topical 
paromycin versus oral ketoconazola for treating cutaneous in 
Turkey, Inter. J Dermatol 1997; 36:61-63. 

28 Rain AJ Harding & Ritche HD. Baily & Love's Short Practise 
of Surgery, 19'h edition. London: ELBS-H.K. Lewis, 1985, 

29 Rgegzi JA and S ciubba J.Oral Pathology: Clinical Pathological 
Correlation. 2nd edition. Philadelphia: W,B. Saunders Com-
pany, 1993; 34-92. 

30 Samady JA and Schwartz RA Old World Cutaneous 
Leishmaniasis, Inter. J Dermatol 1997; 36:161-166. 

31 Scully C. and Weblury R. Color Atlas of Oral diseased in 
Children and Adolescents. London: Mosby-Wolf, 1994; p,99. 

32 Sitheegue MAM Qazi AA & Ahmed GA .A study of cutaneous 
leishmaniasis. Involvement of the lips and perioral 
tissues. Br. J, Oral Maxillofac Surg 1990; 28:34-46. 

33 World Health Organisation. Control of leishmanaisis report 
of a WHO expert committee. Teaching report series. 
Geneva. World Health Organisation, 1990; 52-45. 


