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Abstract  Background Cutaneous leishmaniasis (CL) is a common parasitic disease of the skin. Ugly scarring 
is a common sequel of CL. We report lymphedema, another disfiguring complication, in our patients 
in this chronic illness. 
 
Objective The main objective of this study was to determine the incidence of secondary 
lymphedema in leishmaniasis of lower legs and feet. 
 
Patients and methods This study was conducted at multiple centers in Balochistan province of 
Pakistan from 1st Feb, 2008 to 12th Sep, 2008. Out of 1920 patients with CL examined over this 
duration, 567 patients having the disease on the lower legs and feet were recruited in the study. All 
these patients were assessed for the presence of lymphedema of the involved limbs while edema 
observed was sorted into mild, moderate and severe categories. Follow up period was six weeks in 
order to observe the outcome of this complication. 
 
Results Out of the total number of 1920 patients, 567 (29.5%) had leishmaniasis of the lower legs 
and feet and out of these 157(27.7%) patients developed lymphedema of the affected limbs. Among 
these 157 patients, 76(48.4%) had mild edema, 52 (33.1%) had moderate edema and 29 (18.5%) had 
severe edema. Over a six weeks follow up period edema persisted in 43% of the patients inspite of 
successful treatment of CL with injectable antimony therapy.  
 
Conclusion Cutaneous leishmaniasis can lead to lymphedema of the lower legs and feet and has to 
be considered while enlisting the causes of secondary lymphedema.  
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Introduction 

Cutaneous leishmaniasis (CL) is a chronic 
granulomatous disease of the skin caused by 
several species of an obligate intracellular 
parasite called Leishmania which is a protozoa 
of Trypanosomidae family. More than 20 

pathogenic strains of this organism have been 
identified.1 Depending on immune response of 
the host, 90% of all leishmania infections are 
limited to the skin.2 It is a major global public 
health problem since 2-3 million people are 
affected by the disease and 350 million people in 
80 countries are at risk.3 Phlebotomine female 
sandfly acts as a vector for the transmission of 
organism in the old world. The incubation 
period extends from weeks to months while 
ninety percent of the lesions heal spontaneously 
in two to 6 months with a lifelong immunity.1,4,5 
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Rats, gerbils, dogs, jackals and human beings 
are the reservoirs of infection. Leishmaniasis is 
reported from all parts of the world except 
Australia, Pacific islands and Antarctica.6 

It may act as a zoonotic disorder (transmitted 
from animals like rodents to human beings) 
where the organism involved is L. major and 
presents as wet/rural type of CL. The incubation 
period in this variety is relatively short and takes 
lesser time to heal.7 The anthroponotic form 
(transmitted from human to human) occurs in 
the form of dry/urban variety of CL. Here the 
organism involved is L. tropica and it takes a 
longer time to heal. Both of these types of 
leishmaniasis are more prevalent in our region.8 

Commonly it involves the exposed parts of the 
body in the form of a crusted papule, nodule or a 
volcano like ulcer having raised borders and a 
granulomatous base. It may also appear as a 
plaque of lupus vulgaris hence named as lupoid 
lesihmaniasis. While in rare cases it may appear 
in the form of paronychia, cheilitis-like, annular, 
zosteriform, palmoplantar variety and crusted 
plaques on the scalp. All these rare clinical 
presentations are because of the distinctive host 
parasite interaction as these are the odd sites for 
the bite of sandfly also.9 Although cutaneous 
leishmaniasis has no mortality but disfiguring 
scars are the outcome of the disease. An 
important complication which we have observed 
is lymphedema. The present study is to 
determine the incidence of this complication in 
leishmaniasis of the lower limb.  

Patients and methods 

This descriptive study was conducted in the 
department of dermatology, Bolan Medical 
Complex Hospital, Quetta and two private 
clinics one in Quetta and the other in Pishin 
from 1st Feb 2008 to 12th Sep 2008. Out of a 

total number of 1920 patients of cutaneous 
leishmaniasis registered over this period, 567 
patients comprising of 348 males and 219 
females with active lesions of CL on the legs 
and feet were included in the study and assessed 
for the presence of secondary lymphedema of 
the affected limb. Duration of the disease ranged 
from 2 to 13 months while the age of the 
patients ranged from 5-60 years. Patients with 
signs of active secondary infection, deep venous 
thrombosis, previous lymphedema, varicose 
veins, pregnancy and patients with a known 
history of cardiac, hepatic and renal disease 
were excluded from this study. Investigations 
performed were slit skin smear for L.D. bodies, 
fine needle aspiration cytology (FNAC), 
peripheral smear for microfilaria and Doppler 
ultrasound to exclude deep venous thromboses. 

Patients with lymphedema were given three 
grades mild, moderate and severe. All patients 
after cure with a standard regimen of pentavalent 
antimony were followed up for six weeks to see 
the fate of this kind of edema. 

Results 

This study showed that 567 (29.5%) patients 
from the total of 1920 patients had CL of the 
lower legs and feet. Among these 567 patients, 
157 (27.68%) had lymphedema of the affected 
limbs. In these 157 patients, 76 (48.41%) had 
mild edema (Figure 1), 52 patients (33.12%) 
had moderate edema (Figure 2) and 29 
(18.47%) had edema of severe category (Figure 
3). On follow-up over a duration of six weeks, 
43% of the patients still had edema of various 
grades (Figure 4) although clinically free of the 
disease after getting a three week treatment of 
pentavalent antimony. 

 



Journal of Pakistan Association of Dermatologists 2009; 19: 208-212. 
 

210 
 

 
Figure 1 Mild lymphedema on the left foot in a 
patient of leishmaniasis. 
 

 
Figure 2 Moderate lymphedema on the right foot in a 
patient of leishmaniasis. 
 

 
Figure 3 Severe lymphedema on the left foot in a 
patient of leishmaniasis. 
 
 

 
Figure 4 Persistant lymphedema in a patient showing 
healed lesions of leishmaniasis.  

Discussion 

Cutaneous leishmaniasis is a challenge for the 
health care workers particularly in Balochistan 
province of Pakistan. Here the disease is so 
common as thousands of cases are registered 
yearly coming form all parts of the province 
even from the adjacent parts of neighboring 
country of Afghanistan.10 It has many variants 
like wet or rural, dry or urban, chronic lupoid, 
diffuse cutaneous and mucocutanous. 

The most important complication of the disease 
is the disfiguring scars when it affects a 
cosmetically important site like face. Poor 
healing nature of the lesions, chronicity of the 
sores and chances of secondary infection are the 
other complications. We noted that the 
morbidity of CL is no more limited to these 
complications. 27.68% of the patients in our 
series presented with secondary lymphedema of 
the lower limbs. This is quite a high percentage 
but has never been mentioned in the previous 
medical literature. In our opinion occurrence of 
edema of feet and leg could be due to 
dependency as such complication was less 
common on other sites of the body. Such edema 
was not seen in children. The reason was not 
clear. No difference was noted in the severity 
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and frequency of lymphedema between males 
and females.  

Secondary lymphedema of legs is more common 
than primary and filariasis is a common cause 
especially in the tropics. However, filariasis is 
not seen in Pakistan. Although any chronic 
inflammatory process or recurrent infection may 
lead to persistent edema of the lower limb but 
the history, clinical examination and laboratory 
work up will differentiate leishmaniasis from 
these conditions. Morbidity of the persistent 
edema cannot be ignored as symptoms include 
aching discomfort and a sensation of heaviness, 
while the long-term complications like recurrent 
infection, lymphangitis and rarely 
lymphangiosarcoma are the other sequelae of 
this condition.11 We conclude that CL is no more 
a rare cause of secondary lymphedema and 
should be included in the list of disorders 
leading to such complication.  
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