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Case report
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Introduction

Leishmania/HIV coinfection is a new 
clinical form of leishmaniasis that 
has been reported in more than 35 
countries [1,2]. The World Health 
Organization (WHO) estimates that 
39.5 million people are infected by HIV 
worldwide and that one-third of them 
live in Leishmania-endemic regions 
[1,2]. Most of the reported Leishmania/
HIV coinfections were among patients 
infected with viscerotropic parasites, 
but few data are available on L. major/
HIV coinfection [2]. Coinfection of 
HIV patients with Leishmania spp. can 
occur naturally through infected vectors 
or artificially among intravenous drug 
users and recipients of blood transfu-
sion. The coinfection modulates the 
severity of the clinical presentation of 
leishmaniasis and interferes with proper 
diagnosis. Leishmania/HIV coinfection 
of patients can result in the emergence 
of diverse Leishmania parasite clones; 
suppresses the host immune response; 
and increases blood parasitaemia, hence 
enhancing transmission. The coinfec-
tion also reduces the response of pa-
tients to antileishmanial drugs [3].

Cutaneous leishmaniasis is a ne-
glected clinical form of leishmaniasis 
in Sudan. It is endemic in the north, 
central and western regions of the coun-
try. Cutaneous leishmaniasis in Sudan 
is thought to be caused by Leishmania 
major and transmitted by Phlebotomus 
papatasi. Recently L. donovani has been 

identified as a cause of cutaneous leish-
maniasis in Sudan, although the vector 
has not yet been identified [4].

HIV is a growing health problem 
in Sudan with an increasing prevalence 
in most regions of the country. In this 
manuscript we report the first patient 
diagnosed with L. major/HIV coinfec-
tion in Sudan.

Case report

This case report emerged from a large 
study on biotechnological typing of 
leishmania parasites in Sudan. The typ-
ing study was approved by the National 
Ethical Committee of the Federal Min-
istry of Health, Sudan. The approved 
protocol included obtaining consent of 
the participants for sample collection 
and HIV testing for unusual and severe 
clinical presentations to assist effective 
treatment and control. The patient in 
this case report gave written consent 
for HIV testing and enrolment in the 
typing study. Based on the severity of 
the presenting lesions he was suspected 
of HIV coinfection and was referred to 
the national HIV control programme 
for pre-counselling and HIV testing. 
Following the diagnosis of Leishmania/
HIV coinfection, the patient was pro-
vided with HIV counselling and free 
treatment by the national HIV control 
programme according the national 
guidelines.

A 38-year-old Sudanese male was 
referred to our laboratory at the Insti-
tute of Endemic Diseases during the last 
week of December 2007 for diagnosis 
of persistent ulcers. On clinical examina-
tion, the patient presented with 5 ulcers 
on his right arm, 3 on his left arm and 
a single lesion on his back. The ulcers 
were large, with necrotic and haemor-
rhagic zones (Figure 1). The patient had 
no fever or enlarged lymph nodes. The 
spleen and the liver were normal.

Tissue aspirates were collected from 
the periphery of the ulcers for prepara-
tion of smears and parasite culture. The 
parasite was typed based on the size of 
the amplified kDNA band using the 
method described by Smyth et al. [5].

The Leishmanin skin test was done 
as described by Sokal [6] but was found 
to be negative. The presence of anti-
HIV antibodies was determined using 
an enzyme-linked immunosorbent as-
say (ELISA) and Western blotting.

Leishmania/HIV coinfection was 
confirmed in the second week of Janu-
ary 2008. The patient was referred to 
the national HIV control programme 
for counselling and treatment.

Discussion

Our patient presented with unusually 
large multiple ulcers on both arms and 
his back. The ulcers had persisted for 
more than 3 months and were unre-
sponsive to antibiotics. The patient lived 
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in an area in central Sudan endemic for 
cutaneous leishmaniasis, which is about 
100 km south of the capital, Khartoum. 
He had no history of travel to other parts 
of the country. Cutaneous leishmaniasis 
was confirmed by demonstration of the 
parasite in the lesion aspirates, which 
showed high parasitaemia. Further-
more, the parasite was successfully cul-
tured in NNN media within 48 hours 
of inoculation of the media. The parasite 
was identified as L. major based on the 
amplification of a kDNA band of 700 
bp identical to the reference strain [5]. 

In Sudan, both L. major and L. donovani 
parasite complexes have been reported 
to cause cutaneous leishmaniasis in 
central, north and western Sudan [4]. 
The patient was confirmed with HIV 
infection based on the detection of 
significant anti-HIV antibodies using 
ELISA and Western blotting. The high 
parasite load and the lack of response 
to the Leishmanin skin test could be 
due to the immunodeficiency caused 
by HIV infection. Interestingly, no evi-
dence of visceralization of the parasite 
was detected. The patient did not have 

a fever; he had a normal spleen and liver 
and no lymphadenopathy, which are the 
clinical signs of visceral leishmaniasis 
[7,8]. The finding indicates a restricted 
dermal-tropism of L. major isolates in 
Sudan.

Leishmania/HIV coinfection is a 
growing, serious health problem. Be-
sides their resistance to conventional 
treatment, coinfected patients are a rich 
source for the transmission of the para-
site. To our knowledge, this is the first 
report on L. major/HIV coinfection 
in Sudan and such coinfection should 
be considered in the management and 
control of cutaneous leishmaniasis in 
Sudan given the current surge of HIV 
infection. 
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Figure 1 Multiple ulcers on the right arm of the patient with necrotic and 
haemorrhagic surfaces and raised margins
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